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Editorial 


The basic concept of behaviour is that all behaviour whether “normal”, or “abnormal” 
is learnt. These abnormal are undesirable behaviours are not seen as a symptom of 
behavioural disorders. Unlike the psychodynamic & humanistic therapies, behavioural 
therapies are based on the concept of unlealthy behaviour cause the problem, behaviour 
therapy techniques could be used for unlearning and also for new learning to occur. 
Department of Nursing planned to conduct a day's workshop for students, nurses and to 
middle managers in nursing, on “Behavioural therapy and Nurses role’. WE, the 
members of the editorial board feel extremely happy to work on the learning material and 
bring out a manual on “Behaviour Therapy and Nurses' Role” at the Department of Nursing, 
NIMHANS, Bangalore. We would like to thank the services of the faculty members, tutors & 
II Year M.Sc in Psychiatric Nursing students for their valuable contribution to bring out this 
manual. 


The manual contains learning material on concept of behaviour therapy by Dr. 
Mahendra P. Sharma, Additional Professor, Department of Mental Health and Social 
Psychology; Principles of Behaviour Therapy by Dr. K. Lalitha, Professor and Head, 
Department of Nursing; Methods and Techniques of Behaviour Therapy; Dr. Nagarajaiah, 
Associate Profesor & Dr. Ramachandra, Asst. Professor, Cognitive Behaviour Therapy — A 
community application by Mr. Mohan Krishna, Nursing Tutor. The demonstration on various 
behaviour therapy techniques are written in the format of procedural steps . It is a combined 
effort by Nursing Tutors, II year M.Sc Nursing students (2007-2009) batch. They are placed 
after the lecture material. We highly acknowledge and appreciate their services in the 
successful completion of this manual. 


We are sure that every participant of this workshop would find this manual as a useful 
learning material and also as a guideline for implementation of behaviour therapy techniques 
in clinical settings as well as in community settings. 


Our hearty welcome to all those who have registered for attending this workshop. 


Our congratulations to resource persons and students for their splendid work, who 
assumed this as a learning experience. 


Dr. K. Lalitha 
Dr. Nagarajaiah 
Mr. P.V. Mohankrishna 
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Section 1: 
Behaviour Therapy — An overview 


Dr. Mahendra P. Sharma, 
Additional Professor, 
Dept. of Mental Health & 
Social Psychology, 
NIMHANS, Bangalore. 


Behavior Therapy refers to a range of treatments and techniques which are used to change an 
individual's maladaptive responses to specific situations. A useful definition is provided by 
Meyer and Chesser (1970): Behavior therapy aims to modify current symptoms and focuses 
attention on their behavioral manifestations in terms of observable responses. Behavior 
therapy emerged as an approach committed to the development of well specified and 
rigorously tested applied technologies based on scientifically well established basic learning 
principles (Franks & Wilson, 1974). In psychiatric practice, behavior therapy has been used 
and demonstrated to be useful in the treatment of anxiety disorders, obsessive-compulsive 
disorders, habit disorders, and in the modification of challenging or antisocial behaviors. 
Cognitive Therapy, which examines an individual's thinking patterns and aims to help the 
person to alter any maladaptive thoughts, can often be used effectively in conjunction with 
Behavior Therapy. Cognitive Behavior Therapy (CBT) combines features of both cognitive 
and behaviour therapies to identify unhealthy, ne gative beliefs and behaviors and replace them 
with healthy, positive ones. Although there are many variants of cognitive behaviour therapy, 
these are unified by the proposition that psychological problems arise as a direct consequence 
of faulty patterns of thinking and behaviour. CBT has been shown to be effective in 
depression, panic, generalized anxiety, posttraumatic stress, and a variety of other psychiatric 
conditions. 


PRINCIPLES OF BEHAVIOR THERAPY 


e Behavior therapy is based upon empirical psychology: Behavior therapy 
endeavors to operationalize its theoretical concepts and therapeutic methods 
and to test them empirically. Testing should be comprehensive using objective, 
reliable, and valid measurements. 


e Behavior is problem-oriented: Treatment as a rule aims at present 
problems. Therapeutic proceedings are as much as_possible tailored to the 
respective disorders and individual patients. 


e Behavior therapy addresses predisposing, triggering, and maintaining 
problem conditions: interventions target those conditions whose alterations 
are regarded as necessary for a durable solution of the problem. 


e Behavior therapy is goal-oriented: identification of the problem and the joint 
definition of treatment goals are integrative parts of behavior therapy. The 
problem is the target of the treatment, ‘ts solution means that the goal of 
treatmentis attained and the intervention can be terminated. 

e Behavior therapy is action-oriented: Mere insight is not a sufficient 
condition for the alteration of fixed problems. Behavior therapy therefore does 
not limit itself to the discussion and reflection of problems, but motivates the 
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patient to actively try new behaviors, experiences, and problem-solving 


strategies. 

* Behavior therapy is not limited to the therapeutic setting: Behavior 
therapy strives for a generalization of therapeutic effects on everyday life. 
The therapeutic setting and a good therapeutic relationship offer the 
framework for learning and testing new behaviors and experiences. 


e Behavior therapy is transparent: Behavior therapy wants its patients to be 
informed and active. A plausible model of the disorder, an explicit treatment 
rationale, and the intelligible explanation of all aspects of the therapeutic 
interventions are parts of behavior therapy that fulfill the legitimate need of the 
patients for an understanding of their condition. They elevate treatment 


acceptance and help to prevent relapse. 


e Behavior therapy helps the patients to help themselves: The treatment 
aims at giving the patient skills for the independent analysis and mastery of 
future problems. 


e Behavior therapy strives for continuous development: Behavior therapy's 
orientation on empirical psychology leads to a permanent process of 
evaluation and further differentiation of its theoretical concepts and practical 
procedures. Behavior therapy therefore continuously evolves. 


HISTORY OF BEHAVIOR THERAPY 
The treatment of anxiety disorders and neuroses was with analytical psychotherapy at 


the early part of the twentieth century. The prevailing view in psychiatric practice was that 
such disorders were due to unconscious conflicts which could take years of psychoanalysis to 


resolve. 
Earliest challenges to this belief was the now famous experiment of Watson and Rayner on 


Little Albert (Watson and Rayner 1920). Little Albert was a young child who had shown no 
fear of animals. In their experiment, Watson and Rayner placed the child inaroom with a white 
rat. Any approach of the child towards the rat resulted in a loud aversive noise being made by 
the researchers. Thus, through this experiment in classical conditioning, the researchers 
developed a fear of white rats which subsequently generalized to other furry objects and 


animals in a matter of a few hours. Jones (1924) tried reinforcement techniques in children 
with pre-existing phobias. 


Despite these clear examples of behavioral principals, behavior therapy was not actually 
defined as a discipline until the 1950s when Joseph Wolpe was popularizing treatment using 
systematic desensitization for phobic disorder in the USA. Systematic desensitization is based 
on the observation that an individual cannot be relaxed and also experience anxiety. The fear 


response to a phobic stimulus could thus be reduced and eventually extinguished by teaching 
the patient deep muscular relaxation. 


A more rapid method was found with real life exposure methods which were originally called 
flooding (Stampfl and Levis 1967). Real-life exposure involves asking the patient to face up 
to the feared stimulus and without using relaxation or distraction. Studies of exposure 
treatment for agoraphobia were then carried out, for example, Mathews et al. 1976, and the 


treatment was found to be effective. From 1970 to 1980 exposure treatments for agoraphobia 
were refined and crucial treatment factors were isolated. 
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Marks et al. (1975) reported the results over 2 years of 20 patients with chronic obsessive 
rituals treated by real life exposure. This treatment was as effective for obsessive rituals as it 
was for agoraphobia. The only difference between the real life exposure used in obsessive- 
compulsive disorder and phobic disorder is that with the former the patient has to be asked not 
to perform the anxiety-reducing rituals or compulsions which are a feature of this disorder. 
The principles were refined in a series of studies over the years (Levy and Meyer 1971, 
Rachman et al. 1971). The use of behavior therapy in schizophrenia and learning disability 
started when Ayllon and Azrin (1968) applied operant reinforcement principles to produce 
changes in patients with chronic schizophrenia. 


In 1970 the pioneering work of Masters and Johnson (1966, 1970) led to a range of 
behavioral techniques for sexual dysfunction. ; 


Therefore, the first generation therapies are as follows: 
e Behavior modification 
e Schedules of reinforcement 
e Systematic desensitization 
e Social skills training 
e Behavioral self-control training 
e Modeling based therapies 
e Exposure based therapies 
e Assertive training 
e Token economy 
e Contingency management 
e Aversion therapy 


By the end of 1960s, nonmediational approach was not expansive enough for all human 
behavior (Breger et al.,1965; Mahoney, 1974). Noncognitive targets of intervention were 
found to be low in efficacy compared to interventions with cognitive targets (Ferster, 1974). 
Ground breaking work of Ellis (1962, 1970), Beck (1967, 1970), Mahoney (1974), 
Meichenbaum (1973, 1977). Therefore Cognitive-behavior therapies (CBT) came to be 
known as second generation behavior therapies because of their conceptual and practical 
advancement over strict behavior therapies. 


Major CBTs are: 

1stPbl. Therapy Title Author (s) Type of Therapy 

1962 Rational-Emotive Therapy Ellis Cognitive 
Restructuring 
(CR) 

1963 Cognitive Therapy Back CR 

1971 Self- Instructional Training Meichecnbaum CR 

1971 Anxiety Management Training Suinn & Richerdson Coping-Skill 

1971 Problem Solving Therapy D’Zurilla & Goldfried Problem Solving 

1973 Stress Inoculation Traing Meichecnbaum Coping Skill 

1974 Systematic Restructuring Rational Goldfried Coping Skill 
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Typeof Therapy 


istPbl. Therapy Title Author (Ss) 

1974 Personal Science Mahoney Problem Solving 
1975 Rational Behaviour Therapy Maultsby CR 

1977 Self-Control Terapy Reharn Problem Solving 
1983 Structural Psychotheray Guidono & liolti CR 


\ 

CBT is now the ‘treatment of choice for many mental health disorders and has extensive 
application to general medicine, supported by increasing numbers of clinical research studies. 
The continued research support to cognitive-behavior therapies and effectiveness of it over 
strict behavior therapies. However meta-analysis of CBT by Abramowitz (1998) showed that 
although symptom reduction occur but complete significant clinical improvement is still not 
achieved. Meta-analysis of CBT by Fisher & Wells (2005) showed only 50% - 60% range of 
successes. Abramowitz (2006) studied that despite the effectiveness of CBT over traditional 
behavior therapies, there are about 50% of dropouts, failures and relapses. 
Therefore the third generation behavior therapies focusing much on non specific factors 
and integration were developed, they are: 


2 Mindfulness Based Cognitive Behavioural Interventions 
* Acceptance and Commitment Therapy (ACT) 
° Dialectical Behavior Therapy (DBT) 


THEORIES AND TECHNIQUES IN BEHAVIOR THERAPY : 
CLASSICAL CONDITIONING 


Classical conditioning (also Pavlovian or respondent conditioning) is a form of associative 
learning that was first demonstrated by Ivan Pavlov. The typical procedure for inducing 
classical conditioning involves presentations of a neutral stimulus along with a stimulus of 
some significance. The neutral stimulus could be any event that does not result in an overt 
behavioral response from the organism under investigation. Pavlov referred to this as a 
conditioned stimulus (CS). Conversely, presentation of the significant stimulus necessarily 
evokes an innate, often reflexive, response. Pavlov called these the unconditioned stimulus 
(US) and unconditioned response (UR), respectively. If the CS and the US are repeatedly 
paired, eventually the two stimuli become associated and the organism begins to produce a 


behavioral response to the CS. Pavlov called this the conditioned response (CR). 


Before conditioning: 


MeatorUCS. ——— > Saliva flow by reflex or UCR 

Bell or Neutral Stimulus ——— ——— > Nosaliva only an orienting response 
During Conditioning: 

Meat (UCS) + Bell (Now CS —> Saliva Flow 

Bell and meat are presented together on several trials 

After Conditioning : 

BellorCS > Saliva Flow or CR 


Therapies associated with classical conditioning are aversion therapy, flooding and 
systematic desensitization. 


Aversion therapy is a form of treatment in which the patient is exposed to a stimulus while 
simultaneously being subjected to some form of discomfort. This conditioning is intended to 
cause the patient to associate the stimulus with unpleasant sensations in order to stop the 
specific behavior. 


It is mainly used in treatment of addictive behaviors, sexual deviance, homosexual behavior 
and compulsive eating 


Flooding is a psychotherapeutic technique used to treat phobia. It works on the principles of 
classical conditioning—a form of Pavlov's classical conditioning—where patients change 
their behaviors to avoid negative stimuli. According to Pavlov, we learn through associations, 
so if we have a phobia it is because we associate the feared object or stimulus with something 
negative. Therefore in flooding patient is exposed to feared objects for a long period of time 
during which they get habituated. 


Effectiveness 60-70% with OCD and phobia. It is not effective for disorders with minimal 
avoidance like GAD and Panic disorder 


Systematic desensitization is a type of behavioral therapy used in the field of psychology to 
help effectively overcome phobias and other anxiety disorders. 


Steps: 
e Introduction to subjective anxiety scale 
e Training in deep muscle relaxation 
© Construction of anxiety hierarchies 


e Counter posing relaxation and anxiety evoking stimuli from hierarchies 
Contraindications 


e Fears that require motor or verbal skills 
e Fears based on misconceptions 


e Realistic fears 


OPERANT CONDITIONING : 
It is the use of consequences to modify the occurrence and form of behavior. Operant 


conditioning is distinguished from classical conditioning in that operant conditioning deals 
with the . Operant behavior "operates" on the environment and 1s maintained by its 
consequences, while classical conditioning deals with the conditioning of respondent 
behaviors which are elicited by antecedent conditions. . 

e Reinforcement is a consequence that causes a behavior to occur with greater 


frequency. . 
e Punishment is a consequence that causes a behavior to occur with less frequency. 


e Extinction is the lack of any consequence following a behavior. When a behavior 
is inconsequential, producing neither favorable nor unfavorable consequences, it 
will occur with less frequency 

1. Positive reinforcement occurs when a behavior (response) is followed by a favorable 
stimulus (commonly seen as pleasant) that increases the frequency of that behavior. 


2. Negative reinforcement occurs when a behavior (response) is followed by the 
removal of an aversive stimulus (commonly seen as unpleasant) thereby increasing 
that behavior's frequency. 

3. Positive punishment occurs when a behavior (response) is followed by an aversive 
stimulus, such as introducing a shock or loud noise, resulting in a decrease in that 
behavior. 


4. Negative punishment occurs when a behavior (response) is followed by the removal 
of a favorable stimulus, such as taking away a child's toy following an undesired 
behavior, resulting in a decrease in that behavior. 


5, Avoidance learning is a type of learning in which a certain behavior results in the 
cessation of an aversive stimulus. For example, performing the behavior of shielding 
one's eyes when in the sunlight (or going indoors) will help avoid the aversive 
stimulation of having light in one's eyes. 


6. Noncontingent reinforcement refers to delivery of reinforcing stimuli regardless of 
the organism's (aberrant) behavior. The idea is that the target behavior decreases 
because it is no longer necessary to receive the reinforcement. 


The Token Economy: An early example of work within the operant tradition is the token economy, a 
system in which tokens (such as poker chips or stickers) are given for desired behavior and can later be 
exchanged for pleasing items and activities. The rules of a token economy, the medium of exchange, 
the chores and self-care rewarded and by what number of tokens, the items and privileges that can be 
purchased and for how many tokens are carefully established and usually posted so that the patients 
can understand what the payoffis for behaving in a particular way. 


COGNITIVE BEHAVIOR THERAPY 


ites behavior therapy (CBT) applies theory and research on cognitive processes to 
alter cognition in the interests of effecting favorable change in emotions and behavior. 


ees behavior therapists pay attention to private events, thoughts, perceptions, 
judgments, self-statements, and even tacit (unconscious) assumptions and have studied and 


manipulated these processes in their atte d ; 
mpts to understand and mod fy Ov 
disturbed behavior. , ; ert and covert 


But they do not neglect the behavioral factors that influence emotion, cognition, and 
overt behavior. 


Beck's cognitive therapy: The psychiatrist Aaron Beck is one of the leading cognitive 
behavior therapists. He developed a cognitive therapy for depression based on the 
idea that depressed mood is caused by distortions in the way people perceive life 
experiences (Beck 1976). 


Beck's therapy aims to persuade patients to change their opinions of themselves 
and the way in which they interpret life events. | 


The general goal of Beck's therapy is to provide patients with experiences, both inside 
and outside the consulting room, that will alter their negative schemas, their general 
beliefs about themselves and their environment. 


Ellis's rational emotive behavior therapy: Albert Ellis is another leading cognitive 
behavior therapist His principal thesis is that sustained emotional reactions are 
caused by internal sentences that people repeat to themselves and that these self 
statements reflect sometimes unspoken assumptions and irrational beliefs about what 
is necessary to lead a meaningful life. 


The aimis to eliminate self-defeating beliefs through a rational examination of them. 


Anxious persons, for example, may create their own problems by making unrealistic 
demands on themselves or others, such as, “| must win love from everyone.’ Ellis 
proposed that people interpret what is happening around them, that sometimes these 
interpretations can cause emotional turmoil, and that a therapist's attention should be 
focused on these beliefs rather than on historical causes or, indeed, on overt behavior. 


EFFICACY 

Category 1 — EFFICACIOUS AND SPECIFIC 

S. No. Treatment Disorder 

1 Exposure Agoraphobia or panic disorder with 
agoraphobia, Specific phobia, 
Social Phobia, Postraumatic Stress 
disorder, Vaginismus. 

2 Exposure Response Prievention Obsessive-compulsive disorder 
Body dysmorphic disorder. 

5. Cognitive Behavior Therapy Agoraphobia or panic disorder with 
agoraphobia; Secial phobia ; Panic 
disorder; GAD; Major depression, 
Balimia Chronic pain, Avoidant 
personality disorder. 

4 Social Skill Training Avoidant personality disorder; 
Alcohol-related disorders. 

5. Motivational Interviewing Alcohol-rlated disorders. 

6 Multi-component behavioral Smoking cessation 

Programs 
7 Social learning or token economy, Schizophrenia 


Social skills training 
Eee ea 
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S. No. Treatment Disorder 


8 Behavior therapy Headache | 
9 Multi component CBT Rheumatic disease pain; 
10 Environmental Modification Dementia (Behavior Problems) 
11 Applied relaxation GAD 
FICACIOUS BUT NOT SPECIFIC | 


Virtual reality exposure Specific phobia 
Systematic desens itization Social phobia | 
Exposure Avoidant personality disorder 


Taped loop exposure of obsessions OCD 


Habit reversal and control Unwanted habits, trichotillomania 
techniques 

Exposure (interoceptive); Applied Panic disorder 

relaxation. 

CBT Benzodiazepine withdrawal in 


yanic disorder 


Eye movement desensitization and PTSD 


processing 

Problem solving; Self-control Major depression 

therapy 

CBT focused on medication Bipolar disorder 
adherence 

Behavior therapy; Relaxation, Anorexia nervosa 
paradoxical intention. 

Cue exposure therapy Alcohol-related disorders 


Operant behavior therapy; Cocaine & Opioid addiction 
Dialectical behavior therapy (lower 
relapse rate but higher dropout rate); 


CBT for relapse prevention 
15 Behavior therapy Sleep disorders 
16 CBT aimed at reducing anxie Erectile dysfunction 
Behavioral sex therap Premature ejaculation 
965 Seg and commitment Schizophrenia: 
erap 


Overall, behavior therapy is a proven therapy of known efficacy for a variety of psychiatric 
and psychological symptoms. It can be usefully combined with cognitive techniques to 
improve the patient's compliance or to improve the outcome. Drugs may also be used in 
conjunction with behavior therapy but research in this area has shown conflicting results. 


Future research needs to examine each aspect of a treatment package and discover which 
combinations are the most beneficial to patients. 


Section 2: 
Principles of Behaviour Therapy — A bird's view 


Dr. K. Lalitha, 
Professor and Head, 
Dept. of Nursing, 
NIMHANS, Bangalore. 


1. Introduction 


Mental Health nursing is an interpersonal process and is the vehicle for delivery of 
nursing care with the client requiring assistance with behaviour modification. A behaviour 
is considered to be maladaptive when it is age inappropriate, when it interferes with 
adaptive functioning, or when others misunderstand it in terms of cultural 
inappropriateness. The behavioural approach to therapy is that people have become what 
they are through learning processes or, more correctly, through the interaction of the 
environment with their genetic endowment. The basic assumption is that problematic 
behaviours occur when there has been inadequate learning & therefore can be corrected 
through the provision of appropriate learning experiences. Learning is any relatively 
permanent change in behaviour brought about by experience or practice and is different 
from maturation that is genetically controlled. 


Worldwide, there is a demand that only practices that have shown to be effective be 
sanctioned in the provision of health care. This is known as evidence-based practice 
(Lalitha, 2009). Evidence based practice can be identified from observable practices 
validated using scientific methods; evidence based practice can be validated from the 
expert knowledge of professionals & in the mental health clinical arena, evidence-based 
practice can be validated from the expert knowledge of people with the lived experience 
of mental disorder & distress (Elder, Evans & Nizette, 2005). A critical analysis of 
available research had shown that classical and operant conditioning can be used in many 
settings on both animals & people to change, or modify, behaviour. This use is termed 
behaviour modification and includes the use of reinforcement & shaping to alter behaviour. 
Applied behaviour analysis (ABA) is the modern version of behaviour modification & 
makes use of shaping by breaking desired behaviour down into discrete steps. 


2. Principles of Behaviour Therapy 


Behaviour therapy is a form of psychotherapy, the goal of which is to modify 
maladaptive behaviour patterns by reinforcing more adaptive behaviours. The principles 
of behaviour therapy is based on the early studies of classical conditioning by Pavlov 
(1927) operant conditioning by Skinner (1938). Behavioural change procedures are 
often combined with cognitive procedures, and many behaviour therapies are referred to 
as “Cognitive behavioural therapies”. 


2.1 Classical conditioning 


Classical conditioning is the learning of involuntary responses by pairing a stimulus that 
normally causes a particular response with a new, neutral stimulus. After enough 
pairings, the new stimulus will also cause the response to occur. 


arming that was introduced by the Russian 


Classical conditioning 1s a process of le 
physiologist Pavlov. In his experiments with dogs, during which he hoped to learn _— 
about the digestive process, he inadvertently discovered that organisms can learn to respon 


in specific Ways if they are conditioned to do so. 


In his trials he found that, as expected, the dogs salivated when they began to eat the food that 
was offered to them. This was a reflexive response that Pavlov called as unconditioned 
response. However, he also noticed that with time, the dogs began to salivate when the food 
came into their range of view; before ‘t was even presented to them for consumption. 
Concluding that this response was not reflexive but had been learned, Pavlov called it a 
conditioned response. He carried the experiments even further by introducing an unrelated 
stimulus, one that had no previous connection to the animal's food. He simultaneously 
presented the food with the sound of a bell. The animal responded with the expected 
reflexive salivation to the food. After a number of trials with the combined stimuli (food and 
bell), Pavlov found that the reflexive salivation began to occur when the dog was presented 
with the sound of the bell in the absence of food. 


This was an important discovery in terms of how learning can occur. Pavlov found that 
unconditioned responses (salivation) occur in response to unconditioned stimuli (eating 
food). He also found that, over time, an unrelated stimulus (sound of the bell) introduced with 
the unconditioned stimulus could elicit the same response alone- that is, the conditioned 
response. The unrelated stimulus is called the conditioned stimulus. A graphic of Pavlov's 
classical conditioning model is presented in Figure 1. An example of the application of 
Pavlov'sclassical conditioning model to humans is shown in Figure 2. 


Sequence of conditioning operations: 


L UCS 2... 4 UCR 
Unconditioned stimulus (unlearned) Unconditioned response 
(eating food) (salivation) 
y al 4 OS 0 —— a CR 
Unconditioned stimulus Conditioned response 
(sight of food) (salivation) 
> GS = NR 
Conditioned stimulus (learned) No response or response 
(bell)(Neutral) unrelated to salivation 
4. UCS+CS CR 
Unconditioned + conditioned stimuli Conditioned response 
(food) (bell) (salivation) 
a COs > CR 
Conditioned stimulus Conditioned response 
(bell) (salivation) 


Fig. 1 - Pavlov's model of classical conditioning 


Classical conditioning and Stimulus Generalisation 


Subject: 6 month old baby 
Sequence of Conditioning Operations: 


1. CS-—-—---rm NR 
Conditioned stimulus No response 
(Nurse A in white uniform walks into room) 


7a | 0 [ On 2 UCR 
Unconditioned stimulus Unconditioned response 
(Nurse A in white uniform gives shot) (cries; clings to mother) 
fi _—_—_—_—_> CR . 
Conditioned stimulus Conditioned response 
(Nurse A in white uniform walks into room) (cries, clings to mother) 
O° ——— CR 
Conditioned stimulus 
(Nurse B in white uniform walks into room) (cries, clings tomother) 
Or: 


(family friend comes to visit wearing a white dress) 
Fig. 2 Example: classical conditioning and stimulus generalization 


The process by which the fear response is elicited from similar stimuli (all individuals in 
white uniforms) is called stimulus generalisation. 


2.2. Operant conditioning 


The focus of operant conditioning differs from that of classical conditioning. With classical 
conditioning, the focus is on behavioural responses that are elicited by specific objects or 
events. With operant conditioning, additional attention is given to the consequences of the 
behavioural responses 


Operant conditioning was introduced by Skinner (195 3), An American psychologist whose 
work was largely influenced by Thorndike's (1911) law of effect — that is, that the connection 
between a stimulus and a response is strengthened or weakened by the consequences of the 
response. Anumber of terms need to be defined in order to understand the concept of operant 
conditioning. 


Stimuli are environmental events that interact with and influence an individual's behaviour. 
Stimuli may precede or follow a behaviour. A stimulus that follows a behaviour (or response) 
iscalled areinforcing stimulus orreinforcer. The function is called reinforcement. When 
the reinforcing stimulus increases the probability that the behaviour will recur, it is called a 
positive reinforcer, and the function is called positive reinforcement. Negative 
reinforcement, on the other hand, is increasing the probability that abehaviour will recur by 
removal of an undesirable reinforcing stimulus. A stimulus that follows a behavioural 
response and decreases the probability that the behaviour will recur is called an aversive 
stimulus or punisher. 
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Examples of these reinforcing stimuli are presented in Table 1. 


TYPE STIMULUS BEHAVIOURAL RESPONSE 
REINFORCING STIMULUS 
Positive Messy Room Child cleans her messy room 
Child gets allowance for cleaning room :; 
Negative Messy Room Child cleans her messy room 
Child does not receive scolding from the mother 
Aversive Messy Room Child does not clean her messy room 


Child receives scolding from the mother 


SUE ee ee 


Table 1. Examples of Reinforcing Stimuli 


Stimuli that precede a behavioural response and predict that a particular reinforcement will 
occur are called discriminative stimuli. Discriminative stimuli are under the control of the 
individual. The individual is said to be able to discriminate between stimuli and to choose 
according to the type of reinforcement he or she has come to associate witha specific stimulus. 
The following is an example of the concept of discrimination: we 


- Example: 


Mrs. M. was admitted to the hospital from a nursing home 2 weeks ago. She has no family; 

and no one visits her. She is very lonely. Nurse A and Nurse B have taken care of 

Mrs. M on a regular basis during her hospital stay. When she is feeling particularly lonely, 
Mrs. M. calls Nurse A to her room, for she has learned that Nurse A will stay and talk to her fora 
while, but Nurse B_ only takes care of her physical needs and leaves. She no longer seeks out 
Nurse B for emotional support and comfort. 


After several attempts , Mrs. M. is able to discriminate between stimuli. She can predict with 
assurance that calling Nurse A (and not nurse B) will result in the reinforcement she desires. 


2.3 Comparing two kinds of conditioning . 


Uperant Conditioning 
¢ Goal is to increase the rate of an 
already occurring response 


Classical Conditionin 9 

¢ Goal is to create a new response to a 
stimulus that does not normally 
produce the response 

e Responses are involuntary and 
reflexive 

e Antecedents stimuli are important in 
forming an association 


. Response are voluntary 


¢ Consequences are important in 
forming an association 


Reinforcement must be immediate Conditioned stimuli must occur 


immediately before the 
unconditioned stimuli 
e An expectancy develops for 
unconditioned stimuli to follow 
conditioned stimuli 


. An €xpectancy develops for 
reinforcement to follow a correct 
res ponse 
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3. Applications of learning theory in psychiatric care setting: 


Even though psychopharmacological interventions are effective in minimizing many of the 
symptoms of schizophrenia, it is recognised that approximately 30-60% of patients having 
residual symptoms, show a potential for improved adherence, better use of coping skills as a 
result of receiving behaviour therapy (Dicerkson, 2004). 


Mental health nurses play their role as behaviour modification therapists. They gain 
autonomy over their practice and recognition from other health care professionals that they 
have the skills, knowledge and competence to practice behaviour therapy. Since many of the 


behavioural therapy techniques are collaborative and efipowering process, the client 
becomes an active participant. 


3.1 Application of classical conditioning 


Using. learning . techniques to change undesirable behaviour and increase desirable 
behaviour were called as behaviour modification and currently it is referred as applied 


behaviour analysis. Both terms refer to the use of Classical Conditioning techniques to 
modify behaviour. ' 


Through Classical Conditioning, old and undesirable reflex responses can be replaced by 
desirable ones. There are several techniques that have been developed using this type of 
learning to treat disorders such as phobias, obsessive-compulsive disorder, and anxiety 
disorders. . 


Systematic desensitization, Aversion therapy & Flooding are behaviour modification 
techniques based on classical conditioning. 


3.2 Application of Operant Conditioning : (OC) 


Operant conditioning is the learning of voluntary behaviour through the effects of pleasant 
and unpleasant consequence to response. Thorndike developed the Law of Effect: A response 
followed by a pleasurable consequence will be repeated, but response followed by an 
unpleasant consequence will not be repeated. B.F Skinner developed the concept of 
reinforcement, the process of strengthening a response by following it with a pleasurable, 
rewarding consequence. 


Operant Conditioning techniques include reinforcemefit, Extinction, shaping & modeling to 
change the frequency of voluntary behaviour. 


In the treatment of psychological disorders, the goal is to reduce the frequency of 
undesirable behaviour & increase the frequency of desirable responses. 


3.2.1 Reinforcement: is the strengthening of a response by following it with a pleasurable 
consequence (positive reinforcement) or the removal of an unpleasant stimulus (negative 
reinforcement). Reinforcement ofboth types can form the basis for treatment of people with 
behavioural problems. Token economy is based on the concept of reinforcement, wherein 
the use of objects called tokens to reinforce behaviour in which the tokens can be 
accumulated and exchanged for desired items or privileges. It is used in modifying the 
behaviour of patients with schizophrenia or with depression. 
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3.2.2 Extinction: is the removal of a reinforcer to reduce the frequency of a behaviour. It is 
used with children, in a form of time-out, in which the child is removed from the situation that 


provides reinforcement. 


3.2.3 Shaping: isthe reinforcement of simple steps in behaviour that lead to a desired, more 
complex behaviour. 


For example: Ifanurse wants to train her patient Miss. Uma with schizophrenia on “eating 
behaviour skill”, she would have to start with some behaviour that Miss. Uma is already 
capable of doing on her own (washing the plates that would be used for eating). Then nurse 
would gradually mold “that starting behaviour into the 'serving of food' — something Miss. 
Uma iscapable of doing butnot likely todo on herown. Nurse would have to start with food 
container filled with desired food item and show to Miss. Uma and then call her to get the food 
served into her plate. After Miss Uma does this activity, nurse should give the treat (positive 
treatment). Then nurse could ask her to eat food using right hand, when Miss. Uma does this, 
nurse has to reward her.......... until Miss. Uma is able to learn the eating behaviour skill. The 
goal is achieved by reinforcing each successive approximation (small steps one after the 
other that get closes and closer to the goal). This process is shaping (Skinner, 1974). 


3.2.4 Modeling: is learning through the observation & imitation of others. Modeling is 
effective in helping children with fears, social withdrawal & obsessive compulsive disorder 
and phobias. . 


4. Conclusion 


In addition to physical therapy and chemotherapy, many of the symptoms of psychiatric 
patients are well controlled by various behaviour therapy techniques. These techniques are 
based on the principles of classical conditioning or operant conditioning. Nurses equipped 
with knowledge on principles of behaviour therapy may act as a therapist or co-therapist to 
children with disorders and adults of all levels of mental abilities. 


Section 3: 
Methods and techniques of behavioural therapy 


Dr. Nagarajaiah 

Associate Professor 

Dept. of Nursing, 

NIMHANS, Bangalore 560 029 
Introduction 
The term behavioral therapy is applied to psychological treatments based on experimental 
psychology and indented to change symptoms and behaviour. Two other forms used to 
describe these methods are behavioral modification and behavioral psychotherapy. 
Behavioral modification is employed both as a synonym for behaviour therapy, and to refer to 
a particular group of procedures based on operant conditioning. Behavioral psychotherapy 
generally refers to behaviour therapies other than operant methods. 

History 

In general, behavior therapy is seen as having three distinct points of origin: South Africa 
(Wolpe's group), The United States (Skinner), and the United Kingdom (Rachman and 
Eysenck). Each had its own distinct approach to viewing behavior problems. Eysenck in 
particular viewed behavior problems as an interplay between personality characteristics, 
environment, and behavior. Skinner's group took more of an operant conditioning focus. The 
operant focus created a functional approach to assessment and interventions focused on 
contingency management such as the token economy and behavioral activation. With age, 
respondent conditioning appears to slow but operant conditioning remains relatively stable. 


By the 1970s, behavior therapy enjoyed widespread popularity as a treatment approach. Over 
the past two decades, the attention of behavioral therapists has focused increasingly on their 
clients' cognitive processes, and many therapists have begun to use cognitive behavior 
therapy to change clients’ unhealthy behavior by replacing negative or 
self-defeating thought patterns with more positive ones. 


Characteristics 

By nature, behavioral therapies are 

Empirical (data-driven), contextual (focused on the environment and context) 
Functional (interested in the effect or consequence a behavior ultimately has) 
Probabilistic (viewing behavior as statistically predictable) 

Monistic (rejecting mind-body dualism and treating the person as a unit) and 

Relational (analyzing bidirectional interactions) 


Scientific basis ma 
Behavior therapy is based upon the principles of classical conditioning developed by Ivan 
Pavlov and operant conditioning developed by B.F. Skinner. 


Methods of behavioral therapies 
e Systematic desensitization 
e Exposure and response prevention 
e Flooding 
e Contingency management 
e Aversion therapy 


I) 


e Assertiveness and social skill training 


e« Biofeedback 

Systematic Desensitization 

Systematic desensitization is a type of behavioral therapy used in the field of psychology to 
help effectively overcome phobias and other anxiety disorders. More specifically, it is a type 
of Pavlovian therapy / classical conditioning therapy developed by a South African 
psychiatrist, Joseph Wolpe. To begin the process of systematic desensitization, one must first 
be taught relaxation skills in order to control fear and anxiety responses to specific phobias. 
Once the individual has been taught these skills, he or she must use them to react towards and 
overcome situations in an established hierarchy of fears. The goal of this process is that an 
individual will learn to cope and overcome the fear in each step of the hierarchy, which will 
lead to overcoming the last step of the fear in the hierarchy. Systematic desensitization is 
sometimes called graduated exposure therapy. | 


Specific phobias are one class of mental illness often treated through the behavior therapy or 
cognitive-behavioral process of systematic desensitization. When individuals possess 
irrational fears of an object, such as height, dogs, snakes, and close spaces, they tend to avoid 
it. Since escaping from the phobic object reduces their anxiety, patients' behavior to reduce 
fear is reinforced through negative reinforcement, a concept defined in operant conditioning. 
The goal of Systematic Desensitization is to overcome this avoidance pattern by gradually 
exposing patients to the phobic object until it can be tolerated. This will be challenging for the 
patient at first to deal with the fear, but gradually, most will overcome this fear. In classical and 
operant conditioning terms the elicitation of the fear response is extinguished to the stimulus 
(or class of stimuli). tet 

Coping Strategies ye 

Prior to exposure, the therapist teaches the patient cognitive strategies to cope with anxiety. 
This is necessary because it provides the patient with a means of controlling their fear, rather 
than letting it build until it becomes unbearable. Relaxation training, such as meditation, is one 
type of coping strategy. Patients, who have serious anxiety that leads to breathing problems, 
might be taught to focus on their breathing or to think about happy situations. Another means 
of relaxation is Cognitive reappraisal of imagined outcomes. The therapist might encourage 
subj ects to examine what they imagine happening when exposed to the phobic object, 
allowing them to recognize their catastrophic visions and contrast them with the actual 
outcome. For example, a patient with a snake phobia mi ght realize that they imagine any snake 
they encounter would coil itself around their neck and strangle them, when this would not 
actually occur. These patients need to see that not all snakes are large and that most snakes are 
completely harmless so that they can get over their fear. 

Progressive Exposure 


The second component of systematic desensitization is gradual exposure to the feared objects 
or situations. Continuing with the snake example, the therapist would begin by asking their 
patient to develop a fear hierarchy, listing the relative. unpleasantness of various types of 
exposure. For example, seeing a picture of a snake in a newspaper might be rated 5 of 100 
while having several live snakes crawling on one's neck would be the most fearful experience 
possible. Once the patient had practiced their relaxation technique, the therapist would then 
present them with the photograph, and help them calm down. They would then present 
Increasingly unpleasant situations: a poster of a snake, a small snake in a box in the other room 
a snake in a Clear box in view, touching the snake, etc. At each Step in the progression the 
patient 1s desensitized to the phobia through the use of the coping technique. . 
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Exposure and Response Prevention (ERP) 


The mostly widely practised behaviour therapy for OCD is called exposure and response 
prevention (ERP). The "exposure" part of this treatment involves direct or imagined 
controlled exposure to objects or situations that trigger obsessions that arouse anxiety. Over 
time, exposure to obsess ional cues leads to less and less anxiety. Eventually, exposure to the 
obsessional cue arouses little anxiety at all. This process of getting "used to" obsessional cues 
is called "habituation." | 

The "response" in "response prevention" refers to the ritual behaviours that people with OCD 
engage in to reduce anxiety. In ERP treatment, patients learn to resist the compulsion to 
perform rituals and are eventually able to stop engaging in these behaviours. 

Before starting ERP treatment, patients make a list, or what is termed a "hierarchy" of 
situations that provoke obsessional fears. For example, a person with fears of contamination 
might create a list of obsessional cues that looks like this: 


ot 


* Touching garbage 


“+ Using the toilet 
“+ Shaking hands. 


patient habituates to these situations, he or she gradually works up to situations that cause 
greater anxiety. The time it takes to progress in treatment depends on the patient's ability to 
tolerate anxiety and to resist compulsive behaviours. Exposure tasks are usually first 
performed with the therapist assisting. These sessions generally take between 45 minutes and 
three hours. Patients are also asked to practice exposure tasks between sessions for two to 
three hours per day. 


In some cases, direct, or "in vivo," exposure to the obsessional fears is not possible in the 
therapist's office. If, for example, a patient were being treated for an obsession about causing 
an accident while driving, the therapist would have to practice what is called "imaginal" 
exposure. Imaginal exposure involves exposing the person to situations that trigger 
obsessions by imagining different scenes. 


To mark progress during exposure tasks with the therapist and in homework, patients are 
trained to be experts in rating their own anxiety levels. Once they have made progress in 
treatment, participants are encouraged to continue using the ERP techniques they have 
learned, and to apply them to new situations as they arise. A typical course of ERP treatment is 
between 14 and 16.weeks. 


Flooding 

One simple form of exposure treatment is that of flooding, where the person is immersed in the 
fear reflex until the fear itself fades away. The key is keeping the patients in the feared situation 
long enough that they can see that none of the dreaded consequences they fear actually come to 
pass. Flooding was invented by psychologist Thomas Stampfl in 1967. It still 1s used in 


behavior therapy today. 


'Flooding' is an effective form of treatment for phobias amongst other psychopathologies. 
It works on the principles of classical conditioning—a form of Pavlov's classical . 
conditioning—where patients change their behaviors to avoid negative stimuli. According 
to Pavlov, we learn through associations, so if we have a phobia it is because we associate 
the feared object or stimulus with something negative. 


Psychiatrist Joseph Wolpe (1973) carried out an experiment which demonstrated flooding. 
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He took a girl who was scared of cars, locked her in a car and drove her around for hours. 
Initially the girl was hysterical but she eventually calmed down when she realized that her 
situation was safe. From then on she associated a sense of ease with cars. 


Flooding therapy is not for every individual, and the therapist will discuss with the patient the 
levels of anxiety they are prepared to endure during the session. This type of treatment is very 
intense and cannot be handled by all phobic. Flooding should only be conducted by a trained 
therapist to counteract any reaction the patient cannot handle. 

Covert sensitization is a form of behavior therapy in which an undesirable behavior is paired 
with an unpleasant image in order to eliminate that behavior. 

As with other behavior modification therapies, covert sensitization is a treatment grounded 
in learning theory—one of the basic tenets being that all behavior is learned and that 
undesirable behaviors can be unlearned under the right circumstances. 


Contingency management 


Contingency management is a type of treatment used in the mental health or substance abuse 
fields. Patients are rewarded (or, less often, punished) for their behavior; generally, adherence 
to or failure to adhere to program rules and regulations or their treatment plan. With children 
with conduct disorder, token systems are highly successful but do not help the children 
achieve normal functioning unless combined with a response cost program negative 
punishment. As an approach to treatment, contingency management emerged from the 
behavior therapy and applied behavior analysis traditions in mental health. By most 
evaluations, contingency management procedures produces one of the largest effect sizes out 
of all mental health and educational interventions 


Token economy 


A token economy is a form of behavior modification desi gned to increase desirable behavior 
and decrease undesirable behavior with the use of tokens. Individuals receive tokens 
immediately after displaying desirable behavior. The tokens are collected and later 
exchanged for a meaningful object or privilege. 


The primary goal of a token economy is to increase desirable behavior and decrease 
undesirable behavior. Often token economies are used in institutional settings (such as 


objects, privileges or activities. Individuals can also lose tok " 
undesirable behavior. ens (Tesponse cost) for displaying 
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“s clearly defined target behavior: Individuals participating in a token economy need to 
ow exactly what they must do in order to receive tokens. Desirable and undesirable 


behavior is explained ahead of time in sim 
ple, specific terms. Th b 
or lost for each particular behavior is also pecifies. Re 2 ae 


Back-up reinforcers: Back-up rein forcers are the meaningful objects, privileges, or 


Lee 
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future reward represented by the tokens. A well-designed token economy will use back-up 
reinforcers chosen by individuals in treatment rather than by staff. 


A system for exchanging tokens: A time and place for purchasing back-up reinforcers iS 
necessary. The token value of each back-up reinforcer is pre-determined based on monetary 
value, demand, or therapeutic value. For example, if the reinforcer is expensive or highly 
attractive, the token value should be higher. If possession of or participation in the reinforcer 
would aid in the individual's acquisition of skills, the token value should be lower. If the token 
value is set too low, individuals will be less motivated to earn tokens. Conversely, if the value 
is set too high,zpidi8QXials may become yasily discouraged. It is important that each 
individual can earn at least some tokens. 


A system for recording data: Before treatment begins, information (baseline data) iS 
gathered about each individual's current behavior. Changes in behavior are then recorded on 
daily data sheets. This information is used to measure individual progress, as well as the 
effectiveness of the token economy. Information regarding the exchange of tokens also needs 
to be recorded. 


Consistent implementation of the token economy by staff: In order for a token economy to 
succeed, all involved staff members must reward the same behaviors, use the appropriate 
amount of tokens, avoid dispensing back-up reinforcers for free, and prevent tokens from 
being counterfeited, stolen, or otherwise unjustly obtained. Staff responsibilities and the 
rules of the token economy should be described in a written manual. Staff members should 
also be evaluated periodically and given the opportunity to raise questions or concerns. 


Initially tokens are awarded frequently ang in higher amounts, but as individuals learn the 
desirable behavior, opportunities to earn tokens decrease. (The amount and frequency of 
token dispensing is called a reinforcement schedule.) For example, in a classroom, each 
student may earn 25 to 75 tokens the first day, so that they quickly learn the value of the 
tokens. Later, students may earn 15 to 30 tokens per day. By gradually decreasing the 
availability of tokens (fading), students should learn to display the desirable behavior 
independently, without the unnatural use of tokens. Reinforcers that individuals would 
normally encounter in society, such as verbal praise, should accompany the awarding of 
tokens to aid in the fading process. 


Advantages 


Advantages of token economies are that behaviors can be rewarded immediately, rewards are 
the same for all members of a group, use of punishment (response cost) is less restrictive than 
other forms of punishment, and individuals can learn skills related to planning for the future. 
Disadvantages include considerable cost, effort, and extensive staff training and 
management. Some professionals find token economies to be. time-consuming and 
impractical. 
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Token economies should never deprive individuals of their basic needs, such as sufficient 
food, comfortable bedding, or reasonable opportunities for leisure. If staff members are 
inadequately trained or there is a shortage of staff, desirable behaviors may not be rewarded or 
undesirable behaviors may be inadvertently rewarded, resulting in an increase of negative 


behavior. 


Covert sensitization 
Covert sensitization is one of a group of behavior therapy procedures classified as covert 


conditioning, in which an aversive stimulus in the form of a nausea- or anxiety-producing 
image is paired with an undesirable behavior to change that behavior. It is best understood as a 
mixture of both the classical and the operant conditioning categories of learning. 


The goal of covert sensitization is to directly eliminate the undesirable behavior itself, unlike 
insight-oriented psychotherapies that focus on uncovering unconscious motives in order to 
produce change. The behaviors targeted for modification are often referred to as "maladaptive 
approach behaviors," which includes behaviors such as alcohol abuse, drug abuse, and 
smoking, pathological gambling, overeating, sexual deviations, and sexually based nuisance 
behaviors such as obscene phone calling. | 
The therapist will explain the treatment rationale and protocol. Patient understanding and 
consent are important, since, by intention, he or she will be asked to experience images that 
arouse unpleasant and uncomfortable physical and psycholo gical associations. 


If the patient has a difficult time imagining the scene, the image may be presented verbally by 
the therapist. As the patient imagines getting closer to the situation (donut store), he or she is 
asked to clearly imagine an unpleasant consequence (such as vomiting) just before indulging 
in the undesirable behavior (purchasing donuts and overeating). The scene must be imagined 
with sufficient vividness so that a sense of physiological discomfort or high anxiety is actually 
experienced. Then the patient imagines leaving the situation and experiencing considerable 
relief. The patient learns to associate unpleasant sensations (nausea and vomiting) with the 
undesirable behavior, leading to decreased desire and avoidance of the situation in the future. 
An alternative behavior incompatible with the problem behavior may be recommended (eat 
fruit when hungry fora donut). 


The patient is given the behavioral homework assignment to practice self-administering the 
treatment. The patient is told to alternate the aversive scenes with scenes of self-controlled 
restraint in which he or she rejects the undesirable behavior before indulging in it, thus 
avoiding the aversive stimulus. The procedure is practiced several times with the therapist in 
the office, and the patient practices the procedure ten to 20 times during each home session 


anywhere from five to 20 sessions over a period of a few weeks to several months. The 
treatment goal is to eliminate the undesirable behavior altogether. 


Covert sensitization is comparatively risk-free. This is in contrast to the medical and ethical 
concems raised by some other aversive procedures such as aversion therapy, in which potent 
chemical and pharmacological stimulants may be used as aversants. 
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Assertiveness training 


Pastas: training is a form of behavior therapy designed to help people stand up for 
emse itt empower themselves, in more contemporary terms. Assertiveness is a 
response that seeks to maintain an appropriate balance between passivity and aggression. 


Assertive responses promote fairness and equality in human interactions, based on a positive 
sense of respect for self and others. 


The purpose of assertiveness training is to teach persons appropriate strategies for identifying 
and acting on their desires, needs, and opinions while remaining respectful of others. This 
form of training is tailored to the needs of specific participants and the situations they find 
particularly challenging. Assertiveness training is a broad approach that can be applied to 
many different personal, academic, health care, and work situations. 


Learning to communicate in a clear and honest fashion usually improves relationships within 
one's life. Women in particular have often been taught ‘to hide their real feelings and 
preferences, and to try to get their way by manipulation or other indirect means. Specific areas 
of intervention and change in assertiveness training include conflict resolution, realistic goal- 
setting, and stress management. In addition to emotional and psychological benefits, taking a 
more active approach to self-determination has been shown to have positive outcomes in 
many personal choices related to health, including being assertive in risky sexual situations; 
abstaining from using drugs or alcohol; and assuming responsibility for self-care if one has a 
chronic illness like diabetes or cancer. 


Assertiveness training typically begins with an information-gathering exercise in which 
participants are asked to think about and list the areas in their life in which they have difficulty 
asserting themselves. Very often they will notice specific situations or patterns of behavior 
that they want to focus on during the course. The next stage in assertive training is usually role- 
plays designed to help participants practice clearer and more direct forms of communicating 
with others. The role-plays allow for practice and repetition of the new techniques, helping 
each person learn assertive responses by acting on them. Feedback is provided to improve the 
response, and the role-play is repeated. Eventually, each person is asked to practice assertive 
techniques in everyday life, outside the training setting. 


Learning specific techniques and perspectives, such as self-observation skills, awareness of 

personal prefeiences and assuming personal responsibility are important components of the 
assertiveness training process. Participants may be asked to list anything from their ten 
favorite movies or pieces of music to their favorite foods, places they would like to visit, 
subjects that interest them, and so on. 


Preparation for assertiveness training varies from person to person. For some participants, no 
preparation is needed before practicing the techniques; for others, however, individual 
counseling or therapy may help prepare the individual for assertiveness training. 

Aftercare can involve ongoing supportive therapy, again based on the individual's level of 


comfort in using the assertive techniques. 


There are minimal risks associated with assertiveness training. Personal relationships may be 
affected if those around the participant have difficulty accepting the changes in their friend or 
family member. People who are very shy or self-conscious, Or who were harshly treated as 
children, may also experience anxiety during the training as they work toward speaking up and 
otherwise changing their behaviors. The anxiety may be uncomfortable, but should decrease 
as the person becomes more comfortable with the techniques and receives encouragement 


from others in the program. 
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An enhanced sense of well-being and more positive self-esteem are typical results from 
assertiveness training. Many participants report that they feel better about themselves and 
more capable of handling the stresses of daily life. In addition, people who have participated 
in assertiveness training have a better sense of boundaries, and are able to set appropriate and 
healthy limits with others. Being able to set appropriate limits (such as saying "no") helps 
people to avoid feeling victimized by others. : 

A healthy sense of self-determination and respect for others is the ultimate outcome of 
assertiveness training. Such a balance helps each person work well with others, and make 
appropriate decisions for themselves. 


Social skills training 
Social skills training (SST) is a form of behavior therapy used by teachers, therapists, and 
trainers to help persons who have difficulties relating to other people. 


A major goal of social skills training is teaching persons who may or may not have emotional 
problems about the verbal as well as nonverbal behaviors involved in social interactions. 
There are many people who have never been taught such interpersonal skills as making 
“small talk" in social settings, or the importance of good eye contact during a conversation. In 
addition, many people have not learned to "read" the many subtle cues contained in social 
interactions, such as how to tell when someone wants to change the topic of conversation or 
shift to another activity. Social skills training helps patients to learn to interpret these and 
other social signals, so that they can determine how to act appropriately in the company of 
other people in a variety of different situations. SST proceeds on the assumption that when 
people improve their social skills ‘or change selected behaviors, they will raise their self- 
esteem and increase the likelihood that others will respond favorably to them. 

A person who lacks certain social skills may have great difficulty building a network of 
supportive friends and acquaintances as he or she grows older, and may become socially 
isolated. Moreover, one of the consequences of loneliness is an increased risk of developing 
emotional problems or mental disorders. Social skills training have been shown to be 


eg ita example is the application of social skills training to social phobia or shyness. 
cople who suffer from social phobia or shyness are not ignorant of social cues, but they tend 
. avoid Specific situations in which their limitations might cause them embarrassment. 
yr: ey ae a help these patients to improve their communication and social skills 
at they will be able to mingle with others or go to job intervi 
nikccaiee go toj lews with greater ease and 
People with disabilities in any age group can benefit from social skills training. Several 
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Social skills training in combination with other therapies 

A social skill training is often used in combination with other therapies in the treatment of 
mental disorders. For example, in the treatment of individuals with alcohol dependence social 
skills training has been used together with cognitive restructuring and coping skills training. 
Social skills training has also been integrated with exposure therapy, cognitive restructuring 

and medication in the treatment of social phobia. Social skills' training has been used within 
family therapy itself in the treatment of marital and family conflicts. 


An additional precaution is related to the transfer of social skills from the therapy setting to 
real-life situations. This transfer is called generalization or maintenance. Generalization takes 
place more readily when the social skills training has a clear focus and the patient is highly 
motivated to reach a realistic goal. In addition, social skills trainers should be sure that the new 
skills being taught are suitable for the specific patients involved. 


Techniques in social skills training 


Such specific techniques as instruction, modeling, role-playing, shaping, feedback, and 
reinforcement of positive interactions may be used in SST. For example, instruction may be 
used to convey the differences among assertive, passive, and aggressive styles of 
communication. The technique of monitoring may be used to ask patients to increase their eye 
contact during a conversation. In role-playing exercises, group members have the opportunity 
to offer feedback to one another about their performances in simulated situations. For 
example, two members of the group may role-play a situation in which a customer is trying to 
return a defective purchase to a store. The others.can then give feedback about the" customer's" 
assertiveness or the "clerk's" responses. 


Content of social skills training 

SST may be used to teach people specific sets of social competencies. Acommon focus of SST 
programs is communication skills. A program designed to improve people's skills in this area 
might include helping them with nonverbal and assertive communication and with making 
conversation. It might also include conversational skills that are needed in different specific 
situations, for example job interviews, informal parties, and dating. The skills might be 
divided further into such subjects as beginning, holding, and ending conversations, or 
expressing feelings in appropriate ways. 


Scheduling 

Social skills training may be given as an individual or as a group treatment once or twice a 
week, or more often depending upon the severity of a patient's disorder and the level of his or 
her social skills. Generally speaking, children appear to gain more from SST in a peer group 
setting than in individual therapy. Social skill training groups usually consist of approximately 
10 patients, a therapist, and aco-therapist. 

Culture and gender issues 

Social skills training programs may be modified somewhat to allow for cultural and gender 
differences. For example, eye contact is a frequently targeted behavior to be taught during 
social skills training. In some cultures, however, downcast eyes are a sign of respect rather 
than an indication of social anxiety or shyness. 


Generalization or transfer of skills 

Current trends in social skills training are aimed at developing training programs that meet the 
demands of specific roles or situations. This need developed from studies that found that 
social skills acquired in one setting or situation are not easily generalized or transferred to 
another setting or situation. To assist patients in using their new skills in real-life situations, 
trainers use role-playing, teaching, modeling, and practice. 
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One of the most critical tasks in preparation for social skills training is the selection of 
suitable target behaviors. It is often more helpful for the therapist to ask the patient to identify 
behaviors that he or she would like to change, rather than pointing to problem areas that the 
therapist has identified. The treatment should consider the patient's particular needs and 
interests. Whereas social skills training for some patients may include learning assertiveness 
on the job, training for others may include learning strategies for dating. Therapists can 
prepare patients for homework by explaining that the homework is the practice of new skills 
in other settings; and that it is as relevant as the therapy session itself. 


The benefits of social skills training programs include flexibility. The treatment can take 
place either as individual or group therapy, and new trainers can learn the techniques of SST 
fairly quickly. An additional advantage of SST is that it focuses on teaching skills that can be 
learned rather than emphasizing the internal or biological determinants of social adequacy. 


Aversion therapy ; ; ; 
Aversion therapy is a form of behavior therapy in which an aversive (causing a strong feeling 
of dislike or disgust) stimulus is paired with an undesirable behavior in order to reduce or 


eliminate that behavior. 


As with other behavior therapies, aversion therapy is a treatment grounded in learning 
theory—one of its basic principles being that all behavior is learned and that undesirable 
behaviors can be unlearned under the ri ght circumstances. Aversion therapy is an application 
of the branch of learning theory called classical conditioning. Within this model of learning, 
an undesirable behavior, such as a deviant sexual act, is matched with an unpleasant 
(aversive) stimulus. The unpleasant feelings or sensations become associated with that 
behavior, and the behavior will decrease in frequency or stop altogether. Aversion therapy 
differs from those types of behavior therapy based on principles of operant conditioning. In 
operant therapy, the aversive stimulus, usually called punishment, is presented after the 
behavior rather than together with it. 


The goal of aversion therapy is to decrease or eliminate undesirable behaviors. Treatment 
focuses on changing a specific behavior itself, unlike insight-oriented approaches that focus 
on uncovering unconscious motives in order to produce change. 
Uses of Aversion Therapy 

** Habits 

* Smoking 

** Alcoholism 

** Gambling 
Violence 
Homosexuality (historically) 


A variety of aversive stimuli have been used as part of this approach, including chemical and 
pharmacological stimulants as well as electric shock. Foul odors, nasty tastes, and loud 


abs of electric (sometimes called faradic) shock is often preferred to chemical and 
pharmacological aversants because of the risks that these substances involve. 
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Parents and other advocates for the mentally retarded and developmentally disabled have been 
particularly vocal in their condemnation of behavior therapy that uses aversive procedures in 
general. Aversive procedures are used within a variety of behavior modification strategies 
and that term is sometimes confused with the more specific technique of aversion therapy. 


Aversive procedures are usually based on an operant conditioning model that involves 
punishment. : 


The patient who is motivated to change but has not experienced succéss in the past may be 
considered a candidate for aversion therapy as part of a comprehensive inpatient treatment 
program. The treating therapist assesses the extent of the patient's problem, including drinking 
history, prior treatments and response, physical health, and present drinking pattern. Patients 
who are physically addicted to alcohol and currently drinking may experience severe 
withdrawal symptoms and may have to undergo detoxification before treatment starts. When 
the detoxification is completed, the patient is assessed for aversion therapy. The therapist's 
first decision is what type of noxious stimulus to use, whether electrical stimulation or an 
emetic (a medication that causes vomiting). In this case, when the patient's problem is 
considered treatment-resistant and a medically-monitored inpatient setting is available, an 
emetic may be preferable to electric shock as the aversive stimulus. There is some research 
evidence that chemical aversants lead to at least short-term avoidance of alcohol in some 
patients. An emetic is "biologically appropriate" for the patient in that it affects him or her in 
the same organ systems that excessive alcohol use does. The procedure is fully explained to 
the patient, who gives informed consent. 


During a ten-day hospitalization, the patient may receive aversion therapy sessions every 
other day as part of a comprehensive treatment program. During the treatment sessions, the 
patient is given an emetic intravenously under close medical supervision and with the help of 
staff assistants who understand and accept the theory. Within a few minutes following 


administration, the patient reports beginning to feel sick. To associate the emetic with the 
sight, smell and taste of alcohol, the patient is then asked to take a sip of the alcoholic beverage 
of his or her choice without swallowing. This process is repeated over a period of 30-60 
minutes as nausea and vomiting occur. As the unpleasant effects of the emetic drug become 
associated with the alcoholic beverage, the patient begins to lose desire for drinking. Aversion 
therapy in an inpatient program is usually embedded within a comprehensive treatment 
curriculum that includes group therapy and such support groups as AA, couples/family 
counseling, social skills training , stress management, instruction in problem solving and 
conflict resolution, health education and other behavioral change and maintenance strategies. 
Discharge planning includes an intensive outpatient program that may include aversive 
booster sessions administered over a period of six to twelve months, or over the patient's 


lifetime. 


Patients with cardiac, pulmonary, or gastrointestinal problems may experience a worsening of 
their symptoms, depending upon the characteristics and strength of the aversive stimuli. Some 
therapists have reported that patients undergoing aversion therapy, especially treatment that 
uses powerful chemical or pharmacological aversive stimuli, have become negative and 


aggressive. 

Depending upon the objectives established at the beginning of treatment, patients successfully 
completing a course of aversion therapy can expect to see a reduction or cessation of the 
undesirable behavior. If they practice relapse prevention techniques, they can expect to 
maintain the improvement. 
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Modeling ; Te Ni tect 
Modeling, which is also called observational learning or imitation, is a behaviorally bas 


procedure that involves the use of live or symbolic models to demonstrate a particular 
behavior, thought, or attitude that a client may want to acquire or change. Modeling is 
sometimes called vicarious learning, because the client need not actually perform the 
behavior in order to learn it. 

Modeling therapy is based on social learning theory. This theory emphasizes the importance 
of learning from observing and imitating role models, and learning about rewards and 
punishments that follow behavior. The technique has been used to. eliminate unwanted 
behaviors, reduce excessive fears, facilitate learning of social behaviors, and many more. 
Modeling may be used either to strengthen or to weaken previously learned behaviors. 


Modeling has been used effectively to treat individuals with anxiety disorders, post- 
traumatic stress disorder, specific phobias, obsessive-compulsive disorder, eating 
disorders, attention-deficit/hyperactivity disorder, and conduct disorder. It has also been 
used successfully in helping individuals acquire such social skills as public speaking or 
assertiveness. The effectiveness of modeling has led to its use in behavioral treatment of 
persons with substance abuse disorders, who frequently lack important behavioral skills. 
These persons may lack assertiveness, including the ability to say "no"; in addition, they may 
have thought patterns that make them more susceptible to substance abuse. 

Several factors increase the effectiveness of modeling therapy in changing behaviors. 
Modeling effects have been shown to be more powerful when: 

The model is highly skilled in enacting the behavior: is likable or admirable; is friendly; is the 
same sex and age; and is rewarded immediately for the performance of the particular 
behavior. 


Types of modeling 


The client observes the model enacting the desired behavior. Some models may demonstrate 
poor or inadequate behaviors as well as those that are effective. This contrast helps the client 
to identify ineffective behaviors as well as desired ones. Modeling can be done in several 


different ways, including live modeling, symbolic modeling, participant modeling, or covert 
modeling. 


Live modeling refers to watching a real person, usually the therapist, perform the desired 
behavior the client has chosen to learn. For example, the therapist might model good 


telephone manners for a client who wants a job in a field that requires frequent telephone 
contact with customers. 


Symbolic modeling includes filmed or videotaped models demonstrating the desired 
behavior. Other examples of symbolic models include photographs, picture books, and plays. 


population. A law student who is afraid of having to present arguments in a courtroom might 
be videotaped speaking to classmates who are role-playing the judge and members of the 
jury. The student can then review the videotape and work on his or her speech problems or 
other aspects of the performance that he or she would like to change. 
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Participant modeling, the therapist models anxiety-evoking behaviors for the client, and 
then prompts the client to engage in the behavior. The client first watches as the therapist 
approaches the feared object, and then approaches the object in steps or stages with the 
therapist sencouragement and support. This type of modeling is often used in the treatment of 
specific phobias. For example, a person who is afraid of dogs might be asked to watch the 
therapist touch or pet a dog, or perhaps accompany the therapist on a brief walk with a dog. 
Then, with the therapist's encouragement, the client might begin by touching or holding a 
stuffed dog, then watching a live dog from a distance, then perhaps walking a small dog ona 
leash, and eventually by degrees touching and petting a live dog. 


In covert modeling, clients are asked to use their imagination, visualizing a particular 
behavior as the therapist describes the imaginary situation in detail. For example, a child may 
be asked to imagine one of his or her favorite cartoon characters interacting appropriately with 
other characters. An adult client is asked to imagine an admired person in his or her life 
performing a behavior that the client wishes to learn. For example, a person may greatly 
admire his or her mother for the way she handled the challenges of coming to the United States 
from another country. If the client is worried about the challenge of a new situation (changing 
careers, having their first child, etc.), the therapist may ask him or her to imagine how their 
mother would approach the new situation, and then imagine themselves acting with her 
courage and wisdom. 


Role-playing is a technique that allows the client opportunities to imitate the modeled 
behaviors, which strengthens what has been learned. Role-play can be defined as practice or 
behavior rehearsal; it allows the client to receive feedback about the practice as well as 
encouraging the use of the newly learned skill in real-life situations. For example, a group of 
people who are trying to learn social skills might practice the skills needed for a job interview 
or for dealing with a minor problem (returning a defective item to a store, asking someone for 
directions, etc.). Role-play can also be used for modeling, in that the therapist may role-play 
certain situations with clients. During practice, the therapist frequently coaches, prompts, and 
shapes the client's enactment of the behavior so that the rehearsals can come increasingly 
close to the desired behavior. 


Feedback and social reinforcement of the client's performance in the practice phase is an 
important motivator for behavior change. Feedback may take the form of praise, approval, or 
encouragement; or it may be corrective, with concrete suggestions for improving the 
performance. Suggestions are followed by additional practice. Such tangible reinforcements 
as money, food, candy, or tokens have been used with young children and chronic psychiatric 
patients. The therapist may teach the client how to use self-reinforcement; that is, using self- 
praise after performing the desired behavior. The purpose of reinforcement is to shift the 
client's performance concerns from external evaluation by others to internal evaluation of 
their own efforts. 

Modeling in group settings bs | fe 
Modeling has been shown to be effective in such group programs as social skills training and 
assertiveness training as well as in individual therapy. The general approach to both social 
skills training and assertiveness training is the incorporation of the modeling, role-play, and 
reinforcement sequence. 

Length of treatment 

While modeling therapy is a relatively short-term approach to behavioral change, some 
therapeutic techniques take longer than others. Imagery, for example, requires more Sessions 
than in vivo (real-life) treatments. In vivo work that takes place outside the therapist's office 
would require longer time periods for each session. Other considerations include the nature of 
the client's problem; the client's willingness to do homework; the client's financial resources; 
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and the presence and extent of the client's support network. The therapist's length of 
experience and personal style also affect the length of therapy. 


Biofeedback 
Biofeedback is a non-medical process that involves measuring a subject's specific and 
quantifiable bodily functions such as blood pressure, heart rate, skin temperature, sweat gland 
activity, and muscle tension, conveying the information to the patient in real-time. This raises 
the patient's awareness and therefore the possibility of conscious control of those functions. 

By providing the user access to physiological information about which he or she may be 
unaware, biofeedback may allow users to gain control of physical processes previously 
considered an automatic response of the autonomous nervous system. Interest in biofeedback 
has waxed and waned since its inception in the 1960s; it is, however, undergoing something of 
a renaissance during the early 21st century, which some experts attribute to the general rise in 
interest about all alternative medicine modalities. 


Major modalities 

Electromyograph 

An electromyograph, or EMG is one of the most commonly used modalities in biofeedback 
treatment. An EMG in a biofeedback setting typically uses electrodes in order to measure 
muscle action potentials. These action potentials result in muscle tension. The patient can 
learn to recognize the way tension subjectively feels by using the objective EMG readings, and 
as a result learn to control the muscle tension. EMG is used as a relaxation technique to ease 
tension in the muscles causing backaches, neck pain, TMD, incontinence, and tension, 
migraine, and cluster headaches. EMG is also used in the process of muscle rehabilitation, 
such as in cases of paralysis resulting from Cerebral Palsy, stroke, and incomplete spinal cord 
lesions. 


Feedback thermometer 

A thermistor attached to the subject's digits or web dorsum measures the subject's skin 
temperature. Because there is a correlation between a drop in body temperature and the 
patient's experience of stress, a low temperature reading indicates the need to begin relaxation 
techniques. Temperature biofeedback can also help in treating certain circulatory disorders, 
such as Raynaud's disease, and can reduce the frequency and severity of migraines. The 
physiological processes which are being trained in this modality are vasoconstriction and 
vasodilation, where blood vessel size is a result of the contraction and relaxation of smooth 


musculature in the vessel walls. The mechanism being trained in warming exercises is a beta- 
adrenergic vasodilator mechanism. 


Electrodermograph 

In electrodermograph training, sensors measure the activity of a patient's sweat glands. The 
amount of electrical resistance measured on the skin indicates the level of anxiety. This 
information can then be used to treat emotional disorders such as phobias, anxiety and 
stuttering. The best-known use of this method of biofeedback is in polygraph machines. 
Galvanic skin response meters are currently gaining popularity in hypnotherapy and 


psychotherapy practices, so subtle physiological changes that indicate emotional arousal can 
be more easily detected. 


Electroencephalograph 


An electroencephalograph, or EEG monitors the activity of brain waves. These brain waves 
correspond to different mental states, such as wakefulness (Beta waves), relaxation (Alpha 
waves), calmness (Theta waves), and li ght sleep and deep sleep (Delta waves). 
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Photoplethysmograph 


Photoplethysmographs, or PPGs, in biofeedback are used to measure peripheral blood flow, 
heart rate, and heart rate variability/HRV). To measure HRV, PPGs measure the varying 
distances between heart beats, also known as the interbeat interval (IBI). This data guides 
users in finding a breathing pattern that increases their variability. 


Pneumograph 


A pneumograph measures abdominal/chest movement (as when breathing), usually with a 


strain gauge. They are used to detect breathing rate, and correct ineffective breathing patterns 
such as thoracic breathing, reverse breathing, and apnea. They are also often used in 
conjunction with a PPG in HRV training. 


Capnometer 


A capnometer measures end-tidal CO2 with an infrared detector. All biofeedback training 
that employs the use of a capnometer aims at normalizing end-tidal CO2 at 5%. 


Hemoencephalography 

Hemoencephalography, or HEG biofeedback is an attempt at functional infrared imaging. As 
its name describes, it measures the differences in the color of light reflected back through the 
scalp based on the relative amount of oxygenated and unoxygenated blood in the brain. The 
reliability and applicability of HEG is still in question and it is almost exclusively used for 
biofeedback. 
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Cognitive therapy is based on the principle that peoples beliefs, personal standards, and 
feelings of self efficacy strongly affect their behavior (Bandura, 1986, 2001, Beck 1976, Ellis, 


1962) 

Cognitive therapy is a psychosocial (both psychological and social) therapy that assumes that 
faulty thought patterns (called cognitive patterns) cause maladaptive behavior and emotional 
responses. The treatment focuses on changing thoughts in order to solve psychological and 
personality problems. Behavior therapy is also a goal-oriented, therapeutic approach, and it 
treats emotional and behavioral disorders as maladaptive learned responses that can be 
replaced by healthier ones with appropriate training. 

CBT combines two effective forms of treatment: Cognitive therapy and Behaviour therapy. 
Cognitive-behavioral therapy attempts to change clients' unhealthy behavior through 
cognitive restructuring (examining assumptions behind the thought patterns) and through the 
use of behavior therapy techniques. 


It has been proven both clinically and by numerous research studies to be an effective form of 
treatment for many psychological conditions. These include anxiety disorders such as panic 
disorder, shyness and social anxiety, phobias, OCD, generalized anxiety, PTSD, depression, 
low self-esteem, substance abuse, and relationship problems.Cognitive-behavioral therapy 
may not be appropriate for all patients. Patients with significant cognitive impairments 
(patients with traumatic brain injury or organic brain disease, for example) and individuals 
who are not willing to take an active role in the treatment process are not usually good 
candidates. « 


Cognitive-behavioural therapy does not exist as a distinct therapeutic technique. The term 
"cognitive-behavioural therapy (CBT)" is a very general term for a classification of therapies 
with similarities. There are several approaches to cognitive-behavioural therapy, including 
Rational Emotive Behaviour Therapy, Rational Behaviour Therapy, Rational Living Therapy, 
Co gnitive Therapy, and Dialectic Behaviour Therapy. 

The cognitive-behavioural therapies have the following characteristics: 


1.CBT is based on the Cognitive Model of Emotional Response. 
Cognitive-behavioural therapy is based on the idea that our thoughts cause our feelings and behaviours, 
not external things, like people, situations, and events. The benefit of this fact is that we can change the 
way we think to feel /act better even if the situation does not change. 

2. CBT is Briefer and Time-Limited 
Cognitive-behavioural therapy is considered among the most rapid in terms of results obtained. The 
average number of sessions clients receive (across all types of problems and approaches to CBT) is 
only 16. Other forms of therapy, like Psychoanalysis, can take years. 

3. A sound therapeutic relationship is necessary for effective therapy, but not_ the focus. 


Some forms of therapy assume that the main reason i : 
air people get better in thera: because 
positive relationship between the therapist and client. sth i fhe -— 
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4. CBT is a collaborative effort between the therapist and the client. 


rpc) cme therapists seek to learn what their clients want out of life (their goals) and then 
; p i nts achieve those goals. The therapist's role is to listen, teach, and encourage, while the 
client's roles 1s to express concerns, learn, and implement that learning. 


5. CBT is based on aspects of stoic philosophy. 


Not all approaches to CBT emphasize stoicism. Rational Emotive Behaviour Therapy, Rational 
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6. CBT uses the Socratic Method. 
Cognitive-behavioural therapists want to gain a very good understanding of their clients' concerns. 


That's why they often ask questions. They also encourage their clients to ask questions of themselves, 
like, "How do really know that those people are laughing at me?" 


7. CBT is structured and directive. 


Cognitive-behavioural therapists have a specific agenda for each session. Specific techniques / 
concepts are taught during each session. CBT focuses on the client's goals. We do not tell our clients 
what their goals "should" be, or what they "should" tolerate. We are directive in the sense that 
we show our clients how to think and behave in ways to obtain what they want. Therefore, CBT 
therapists do not tell their clients what to do -- rather, they teach their clients how to do. 


8. CBT is based on an educational model. 
CBT is based on the scientifically supported assumption that most emotional and behavioural reactions 
are learned. Therefore, the goal of therapy is to help clients unlearn their unwanted reactions and to 
learn anew way ofreacting. 


9. CBT theory and techniques rely on the Inductive Method. 
A central aspect of rational thinking is that it is based on fact. Often, we upset ourselves about 


things when, in fact, the situation isn't like we think it is. If we knew that, we would not waste our 
time upsetting ourselves. 


10. Homework is a central feature of CBT. 
If when you attempted to learn your multiplication tables you spent only one hour per week 
studying them, you might still be wondering what 5 X 5 equals. You very likely spent a great deal 
of time at home studying your multiplication tables, maybe with flashcards. 


Origins of the two approaches 


Psychologist Aaron Beck developed cognitive therapy in the 1960s. The treatment is based on 
the principle that maladaptive behavior (ineffective, self-defeating behavior) is triggered by 
inappropriate or irrational thinking patterns, called automatic thoughts. Instead of reacting to 
the reality ofa situation, an individual automatically reacts to his or her own distorted view of 
the situation. Cognitive therapy strives to change these thought patterns (also known as 
cognitive distortions), by examining the rationality and validity of the assumptions behind 
them. This process is termed cognitive restructuring. 


Behavior therapy focuses on observable behavior and its modification in the present, in sharp 
contrast to the psychoanalytic method of Sigmund Freud (1856-1939), which focuses on 
unconscious mental processes and their roots in the past. 


The combined approach . 
In cognitive-behavioral therapy, the therapist works with the patient to identify the thoughts 


that are causing distress, and employs behavioral therapy techniques to alter the resulting 
behavior. Patients may have certain fundamental’ core beliefs, known as schemas that are 
flawed and are having a negative impact on the patient's behavior and functioning. 


For example, a patient suffering from depression may develop a social phobia because he is 
convinced that he is uninteresting and impossible to love. A cognitive-behavioral therapist 
would test this assumption by asking the patient to name family and friends who care for him 
and enjoy his company. By showing the patient that others value him, the therapist exposes the 
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irrationality of the patient's assumption and also provides a new model of a for the 
patient to change his previous behavior pattern (i.¢., | am an interesting and likeable me 
therefore I should not have any problem making new social acquaintances). Additiona 
behavioral techniques such as conditioning (the use of positive and/or negative reinforcements 
to encourage desired behavior) and systematic desensitization (gradual exposure to anxiety- 
producing situations in order to extinguish the fear response) may then be used to gradually 


reintroduce the patient to social situations. 


Techniques - . 
Therapists use several different techniques in the course of cognitive-behavioral therapy to 


help patients examine and change thoughts and behaviors. These include: 

Validity testing. The therapist asks the patient to defend his or her thoughts and beliefs. If the 
patient cannot produce objective evidence supporting his or her assumptions, the invalidity, or 
faulty nature, is exposed. — 

Cognitive rehearsal. The patient is asked to imagine a difficult situation he or she has 
encountered in the past, and then works with the therapist to practice how to cope successfully 
with the problem. When the patient is confronted with a similar situation again, the rehearsed 
behavior will be drawn on to manage it. 

Guided discovery. The therapist asks the patient a series of questions designed to guide the 
patient towards the discovery of his or her cognitive distortions. 

Writing in a journal. Patients keep a detailed written diary of situations that arise in everyday 
life, the thoughts and emotions surrounding them, and the behaviors that accompany them. 
The therapist and patient then review the journal together to discover maladaptive thought 
patterns and how these thoughts impact behavior. 

Homework. In order to encourage self-discovery and reinforce insights made in therapy, the 
therapist may ask the patient to do homework assignments. These may include note-taking 
during the session, journaling, review of an audiotape of the patient session, or reading books 
or articles appropriate to the therapy. They may also be more behaviorally focused, applying a 
newly learned strategy or coping mechanism to a situation, and then recording the results for 
the next therapy session. 

Modeling. Role-playing exercises allow the therapist to act out appropriate reactions to 
different situations. The patient can then model this behavior. 

Systematic positive reinforcement. Human behavior is routinely motivated and rewarded by 
positive reinforcement , and a more specialized version of this phenomenon (systematic 
positive reinforcement) is used by behavior-oriented therapists. Rules are established that 
specify particular behaviors that are to be reinforced, and a reward system is set up. With 
children . this sometimes takes the form of tokens that may be accumulated and later exchanged 
for certain privileges. Just as providing reinforcement strengthens behaviors, withholding it 


with unpleasant rather than pleasant feelings 
Because cognitive-behavioral therapy is a collaborative effort between therapist and patient, a 


and therapist to get to know one another. 


Cognitive-behavioral therapy is employed for such a broad spectrum of illnesses, and is 
often used in conjunction with medications and other treatment interventions, it is difficult to 
measure overall success rates for the therapy. However, several studies have indicated that 
CBT: may reduce the rate of rehospitalization and improve social and occupational 
functioning for bipolar disorder patients, when combined with pharmacotherapy (treatment 
with medication) isan effective treatment for patients with bulimia nervosa 

can help generalized anxiety patients manage their worry, when combined with relaxation 
exercises 1s helpful in treating hypochondriasis may be effective for treating depression 
especially when combined with pharmacotherapy, and may also prevent depression in at-risk 
children is one of the first-line treatments for obsessive-compulsive disorder that focuses on 
education and provides some exposure and coping skills is effective for treating panic disorder 
without agoraphobia is effective for helping to treat insomnia, and its effects may be sustained 
longer than the effects ofmedications alone 

Self-control strategies 

Self-control strategies are cognitive and behavioral skills used by individuals to maintain self- 
motivation and achieve personal goals. Initially the skills may be learned from a therapist, 
text, or self-help book. However, the individual is responsible for using these skills in real-life 
situations to produce the desired changes. 


There are many varieties of self-control strategies. Other terms for self-control strategies are 
behavioral self-control training, cognitive self-regulation, and self-management techniques. 
In recent years, the term "self-management" has replaced "self-control," because self-control 
implies changing behavior through sheer willpower. Self-management, on the other hand, 


involves becoming aware of the natural processes that affect a particular behavior and 
consciously altering those processes, resulting in the desired behavior change. 


Development of a self-control program 

Self-control strategies are often taught in treatment centers, group OF individual therapies, 
schools, or vocational settings. However, self-control programs may also be designed without 
the help of a professional, especially if the problem being addressed is not severe. The use of 
professionals, at least initially, may increase the likelihood that the program will succeed. self- 
control programs should always be flexible and adaptable. 


Types of. self-control strategies 
Self-control strategies can be grouped into three broad categories: 
Environmental strategies - Environmental strategies involve changing times, places, or 
situations where one experiences problematic behavior. Examples include: 
“ changing the group of people with whom one socializes 
“ avoiding situations or settings where an undesirable behavior is more likely to 


occur 7 
“ changing the time of day for participating in a desirable behavior to a time when 


one will be more productive or successful 


Behavioral Strategies - Behavioral strategies involve changing the antecedents or 
consequences of a behavior. Examples include: 
% increasing social support by asking others to work towards the same or a similar 


° 


goal ee 
“placing visual cues or reminders about one’s goal in ones daily environment 
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** developing reinforcers (rewards) for engaging in desirable behaviors or punishers 
for engaging in undesirable behaviors 

** eliminating naturally occurring reinforcers for undesirable behavior 

** engaging in alternative, positive behaviors when one is inclined to engage in an 
undesirable behavior ' 

** creating ways to make a desirable behavior more enjoyable or convenient 

** scheduling a specific time to engage in a desirable behavior 

“* writing a behavioral contract to hold oneself accountable for Carrying out the self- 


control program 


Cognitive Strategies - Cognitive strategies involve changing one's thoughts or beliefs 
about a particular behavior. Examples include: 


* using self-instructions to cue oneself about what to do and howto do it 

*“* using self-praise to commend oneself for engaging in a desirable behavior 

** thinking about the benefits of reaching one's goal 

** imagining oneself successfully achieving a goal or using imagery to distract oneself 
from engaging in an undesirable behavior 


** substituting positive self-statements for unproductive, negative self-statements 


A 


In a therapeutic setting, self-control Strategies are usually taught in weekly group sessions 
over a period of several weeks. The sessions typically include an educational lecture regarding 
a specific strategy, group discussion of how the strategy should be applied and how to cope 
with potential obstacles (relapse prevention), role-plays or rehearsal of the Strategy, a review 
of the session, and a homework assi gnment for further practice. Sessions usually focus on one 
type of strategy at a time. Preferably, an individual should master one Strategy before 
attempting another. After the series of training sessions are complete, the individual is 
responsible for implementing the Strategies in daily life. 


Therapeutic Approach of Cognitive or Cognitive Behavioral 
Therapy vp | : - 


Cognitive techniques 

The cognitive approach includes four processes 

1. Eliciting automatic thoughts. 

2. Testing automatic thoughts 

3. Identifying maladaptive underlying assumptions 

4. Testing the validity of maladaptive assumptions 

Cognitive therapy aims to help the client to become aware of thought distortions which are 
causing psychological distress, and of behavioral patterns which are reinforcing it, and to 
correct them. The objective is not to correct every distortion in a client's entire outlook -- and 
after all, virtually everyone distorts reality in many ways -- just those which may be at the root 
of distress. The therapist will make every effort to understand experiences from the client's 
point of view, and the client and therapist will work collaboratively with an empirical spirit 
like scientists, exploring the client's thoughts, assumptions and inferences. The therapist helps 
the client learn to test these by checking them against reality and against other assumptions 
Usually Cognitive therapeutic work is informed by an awareness of the role of the client's 


thoughts interrelate. and how the imuli -- ; , 
; y may be influenced by external stimuli -- inc] 
which may have occurred early in the client's life. J neluding events 
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Thought ' Emotion 


Behaviour 


GENERAL COGNITIVE MODEL 


GENERAL UVUONITISS sesso 


"SITUATION" 
leads to: 
"AUTOMATIC THOUGHTS & IMAGES" 
leads to: 
"REACTION": 
either: 
EMOTIONAL 
BEHAVIORALPHYSIOLOGICAL 


In other words, a Situation such as a thumping heart, causes automatic thoughts and 
images such as the thought of a heart attack and images of having a heart attack; causes a 
reaction both emotional (fear, terror, panic), behavioural (looking for help); and 
physiological (further palpitations, light-headedness, feeling faint, sweating, flushing). 


CBT focuses on helping the individual identify their situations, thoughts and 
images, or what I refer to as the "thought-feeling" chain. By identifying ones chain of 
thoughts and feelings that culminate in a panic attack, an individual is empowered to 
intervene in that chain and abort a developing panic attack. When these anxiogenic 
(anxiety producing) thoughts are identified, CBT helps the individual challenge 
their rationality/feasibility, and modify/eliminate them. I use an Anxious Thought 


Record to help the individual complete this exercise both in the therapy session as 


wellas on their own. 
ANXIOUS THOUGHT RECORD 


» WHAT IS THE FEARED SITUATION? 

« WHAT IS THE NEGATIVE/ANXIOUS THOUGHT? 

» WHAT IS THE FEARED CATASTROPHE? (SPECIFIC!) 

» WHAT PERCENT DO YOU BELIEVE IT TO BE TRUE? (0-100%) 

» WHAT FACTS SUPPORT FEARED CATASTROPHE? 

WHAT FACTS SUPPORT NON-CATASTROPHIC EXPLANATION? 


» WHAT PERCENT DO YOU NOW BELIEVE THE CATASTROPHIC FEAR 
TO BE TRUE? (0-100%) 
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This exercise is difficult initially without therapeutic assistance, because many of 
the thoughts and images are difficult to isolate and identify on one's own. With 
therapeutic assistance one comes to recognize their pattern and develop the 


capacity to more successfully engage this process on their own. 
COGNITIVE DISTORTIONS 


The following are common irrational, negative and self-defeating thoughts and patterns 
of thinking that contribute to negative feelings: anxiety, depression, anger and guilt. These 
thoughts and thinking patterns also contribute to relationship and behavior problems. The 
identification, challenge and modification of these negative, self-defeating beliefs constitute 
a significant part of CBT. = | ' 

Allor Nothing Thinking - You look at things in absolute, black and white categories. 
Overgeneralization - You view a single negative event as a never ending pattern of 
defeat. F re, 

Mental Filter - You dwell on the negatives and ignore the positives. 

Discounting Positives - You insist your positive qualities don't count. , 

Jumping to Conclusions - You jump to conclusions not warranted by the facts. 

Mind Reading - You assume that people are reacting negatively to you. 

Fortune Telling - You predict that things will turn out badly. 

Magnification or Minimization - You blow things way out of proportion oF shrink them. 
Emotional Reasoning - You reason from your feelings instead from logic. For example: 
"I feel like an idiot soI must be anidiot. _ | y ( 

Should Statements - You think in terns of "should, shouldn't, must, ought and have to". 
Labelling - Instead of saying "I made a mistake", you tell yourself "I'm a loser, jerk, 
idiot" etc. 

Self Blame and Other Blame - 

Self Blame: You blame yourself for something you weren't entirely responsible for. 
Other Blame: You blame others and overlook ways you contributed to the problem, 
thereby reducing your sense of power. 


Self-control strategies are especially prone to short-circuiting of contingencies. This refers to 
the tendency for individuals to partake of reinforcers at inappropriate occasions, or to avoid 
punishers designated in their plan. If contingencies are short-circuited, the desired behavior 
change is unlikely to occur. 


Exposure treatments 


Exposure treatment is a technique that is widely used in cognitive-behavioral 
therapy (CBT). Exposure treatment is used for a variety of anxiety disorders, and it has also 


aay Situations, which is called in vivo exposure; or it can be done through imagination, 
: ich is called imaginal exposure. The category of imaginal exposure includes systematic 
sensitization, which asks the patient to imagine certain aspects of the feared object or 


exposure instructions or self-exposure; therapi gr ur 
, therapist-assisted exposure: gro 
€xposure with response prevention, J : ; lh ital 
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Exposure treatment usually begins with making a list or hierarchy of situations that make the 
patient anxious or fearful. The situations are ranked on a scale of zero (representing the 
situation producing the least anxiety) to ten (representing the situation of highest anxiety). In 
addition, patients are usually asked to rate their level of anxiety in each situation on a scale 
from zero (no anxiety or discomfort) to 100 (extreme anxiety and discomfort). This scale is 
called the subjective units of distress scale, or SUDS. Patients may be asked to provide SUDS 
ratings at regular intervals during exposure treatment, for example every five minutes. 


Methods of delivering exposure treatment 


Patient-directed exposure is the simplest variation of exposure treatment. After the patient 
makes his or her hierarchy list with the therapist, he or she is instructed to move through the 
situations on the hierarchy at his or her own rate. The patient starts with the lowest anxiety 
situation on the list, and keeps a journal of his or her experiences. Patient-directed exposure is 
done on a daily basis until the patient's fears and anxiety have decreased. For example, if a 
patient is afraid of leaving the house, the first item on the hierarchy might be to stand outside 
the front door for a certain period of time. After the patient is able to perform this action 
without feeling anxious, he or she would move to the next item on the hierarchy, which might 
be walking to the end of the driveway. Treatment would proceed in this way until the patient 
has completed all the items on the hierarchy. During therapy sessions, the therapist reviews the 
patient's journal; gives the patient positive feedback for any progress that he or she has made; 
and discusses any obstacles that the patient encountered during exposures to the feared 
situation. 


Therapist-assisted exposure - In this form of exposure treatment, the therapist goes with the 
patient to the feared location or situation and provides on-the-spot coaching to help the patient 
manage his or her anxiety. The therapist may challenge the patient to experience the maximum 
amount of anxiety. In prolonged in vivo exposure, the therapist and patient stay in the situation 
as long as it takes for the anxiety to decrease. For example, they might remain in a crowded 
shopping mall for four or more hours. The therapist also explores the patient's thoughts during 
this exposure so that any irrational ways of thinking can be confronted. 


Group exposure - In group exposure, self-exposure and practice are combined with group 
education and discussion of experiences during exposure to feared situations. These sessions 
may last as lorg as three hours and include 30 minutes of education, time for individual 
exposure practice, and 45 minutes of discussion. Group sessions may be scheduled on a daily 
basis for 10-14 days. 
Recent innovations in exposure treatment 

Virtual reality exposure treatment - Virtual reality is a technique that allows a person to 
participate actively in a computer-generated (or virtual) scenario or environment. The 
participant has the sense of being present in the virtual environment. Virtual reality uses a 
device mounted on the participant's head that shows computer graphics and visual displays in 
real time, and tracks the person's body movements. Some forms of virtual reality also allow 
participants to holda second device in their hands that enables them to interact more fully with 
the virtual environment, such as opening a car door. 

Virtual reality has been proposed as a new way of conductin g exposure therapy because it can 
provide a sense of being present in a feared situation. Virtual reality exposure may be useful 
for treating such phobias as fear of heights, flying, or driving, as well as for treating PTSD. 


Progressive relaxation 
Progressive muscle relaxation (or PMR) is a technique of stress management developed by 


American physician Edmund Jacobson in the early 1920s. Jacobson argued that since 


Camu 
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muscular tension accompanies anxiety, one can reduce anxiety by learning how to relax the 
muscular tension. In his original book, 'Progressive Relaxation’, Dr. Jacobson developed a 
series of 200 different muscle relaxation exercises and a training program that took months to 
complete. More recently the system has been abbreviated to 15-20 basic exercises, which 
have been found to be just as effective, if practiced regularly as the original more elaborate 
system. Jacobson's Progressive Relaxation is still popular with modern therapists. 


Jacobson trained his patients to voluntarily relax certain muscles in their body in order to 
reduce anxiety symptoms. He also found that relaxation procedure effective with ulcers, 
insomnia, and hypertension. There are many parallels with Autogenic training, which was 
developed independently. 

Long-term effects of regular practice of progressive muscle relaxation include: 

A decrease in generalized anxiety 

A decrease in anticipatory anxiety related to phobias 

Reduction in the frequency and duration of panic attacks 

Improved ability to face phobic situations through graded exposure 

Improved concentration 

An increased sense of control over moods 

Increased self-esteem 

Increased spontaneity and creativity 


Visualization and imagery 

This anxiety reduction technique aids the person in making a mental image of what he or she 
wants to accomplish. For example, a person might wish to release worries or concerns, or 
create a relaxing image to escape momentarily from a stressful event. 


Visualization and imagery techniques have been helpful in treating general or specific 
anxiety, headaches, muscle tension and spasms, reducing or eliminating pain, and in the 
recovery from illnesses and injuries. Visualization and imagery techniques have also been 
used by athletes to help them achieve peak performance. 


The basic premise behind visualization and imagery is that one's thoughts become reality. For 
example, if one thinks anxious thoughts, then he or she will become tense. The principles 
behind visualization and imagery maintain that a person can use his or her imagination to be 
persuaded to feel a certain way or do anything that is physically possible to do. There are three 
basic types of visualization: programmed, receptive, and guided visualization. 

In programmed visualization, the person creates a vivid image including sight, taste, sound, 
and smell. The person then imagines a goal he or she wants to attain or some type of healing 
that is desired. In the visualization, the goal is achieved, or the healing occurs. 


An idea underlying both receptive visualization and guided visualization is that the person is 


psychoanalysis or psychodynamic therapy. 
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desk chair, the sounds of people outside her cubicle typing and talking, but she will omit an 

element from the scene. In this case, she may omit her computer. She will then wait to see what 
her subconscious uses to replace her computer. This woman may find in her visualization that 
her computer has been replaced by books, which may represent her desire to return to school. 


Visualization and imagery exercises work best when a person is relaxed. Visualization and 
imagery exercises are typically practiced two to three times a day for 10 to 20 minutes at a 


time. How quickly a person will see results can vary. Many times people report immediate 
symptom relief. | 


Stress inoculation 


Self-talk, or the things that people tell themselves about stressful situations, can be 
habitual. For example, a person may take an ordinary event and automatically magnify 
its importance. Stress inoculation training is a type of therapy that trains clients to cope 
with anxiety and stressful situations by learning more functional patterns of self-talk. 


Stress inoculation has been helpful in reducing interpersonal and general anxiety. For 
example, these techniques may be used when a person has an upcoming job interview, speech, 
or test. Stress inoculation has also been used to treat phobias, fear of heights, and chronic anger 
problems. 


As people go about their daily lives, they often have thoughts in which they are talking to 
themselves. Stress inoculation involves this self-talk in helping clients decrease their anxiety 
and stress. Stress inoculation therapy works on the basis of turning the client's own thought 
patterns into a "vaccine" against stress-induced anxiety. The first step is to develop a list of 
stressful situations and arrange them from least to most stressful. Once anxiety-producing 
situations are identified, the client is taught to curb the anxiety-provoking thoughts and 
replace them with more positive coping thoughts. Once these new thoughts are learned, they 
can be tried out in real situations. The time it takes to replace old habitual thoughts with new 
thoughts can vary depending on the amount of practice and commitment to make this change. 
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Section 5: id. tly 
Cognitive Behaviour Therapy — A community application 


Sri. P.V. Mohan Krishna 
Nursing Tutor, 

Dept. of Nursing, 

NIMHANS, Bangalore 560029. 


1. Introduction 


Cognitive Therapy is a system of psychotherapy based on a theory which maintains that how 
an individual structures his or her experience largely determines how he or she feels and 
behaves’ (Beck and Weishaar, 1986) 

Cognitive Behaviour Therapy (CBT) is based on the fact that maladaptive behaviours can be 
altered by dealing directly with a person's thoughts and beliefs. CBT focuses on the cognitive 
processes that intervene between the perception of environmental information and the 
consequent behavioural responses to that information. 


2. Definition 

Cognitive therapy (Aaron Beck) - is “based on an underlying theoretical rationale that an 
individual's affect and behaviour are largely determined by the way in which he structures the 
world” 

CBT : its use in psychiatric conditions: 


in Beck's cognitive model, previous social learning, developmental history and significant 
experiences lead people to forma unique set of meanings and assumptions and cognitive 
schemas about themselves, the world and the future (Beck 1989, Freemon 1990; Hollon and 
Beck 1994). These schemas are then used to organise perception and to govern and evaluate 
behaviour (Hollon and Beck 1994). When specific schemas are activated , they directly 
influence the content of a person's perceptions, interpretations, associations, and memories 
from a given time (Beck and Weishaar, 1989; Hollon and Beck 1994). Personality is 
understood as a set of cognitive schemas that predispose people to certain emotional disorders 
(Hollon and Beck, 1994). For example, depression results from cognitions of sadness and 
loss whereas anxiety is a function of an exaggerated sense of fear and danger. Important 
differences when defining the treatment focus (Hollon and Beck). 


CBT was developed as a short-term (12-20 Sessions) intervention for depression targeting 
patient's thoughts and their relation to behaviour and affect (Hollon and Beck). Cognitive 
behavioural interventions have been beneficial in addressing psychosocial problems 
associated with medical illnesses. Symptoms of major depression have been alleviated with 
CT in patients in rheumatic disease, chronic fatigue syndrome (Alpay and Cussem 2000) type 
II diabetes. CBT has also been effective in the management of tension headaches and a range 
of somato form disorders (Loper and Kirmayer 2002). CBT is effective for chronic pain 


management in rhemtic diseases, chronic pain s 
g ; yndrome and low back pain and someca 
(Compas 1998). Be 


CBT techniques have demonstrated clinical utility in treating anxiety and depression. 


Increasing treatment compli ith di 
pliance and copin with diagnosi 
medically ill ping gnosis and noxious treatments in the 
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3. Concepts of CBT 


CORE CONCEPT OF CBT 


Situations 


Thoughts 


Actions «=—® Feelings 
Fig. 1: Core Concept of CBT 
° Way we feel about a situation depends upon what we think about 


e Thoughts we have about a situation are influenced by our beliefs about ourselves and 
the world. 


e Thoughts can also affect our physiology 


e Whichinturncan affect our behaviour or lead to other fearfulthoughts © 


BIOLOGY 


3.2 Mechanisms of CBT 


Fig. 2: Mechanism of CBT 
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The mechanism of cognitive therapy is to demystify the therapeutic process and enable th 
client to understand his own thoughts, emotions and behaviour. 


ABC of CBT 

A : Activating events 
B - Beliefs 

6: - Consequences 


4. Goals of CBT - In CBT the clients will 


4.1. Identify and monitor his own or her negative, automatic thoughts 

4.2. Recognise the connection between cognition, affect and behaviour 

4.3. | Examine the evidence for and against distorted automatic thoughts 

4.4. Substitute more realistic interpretations for these biased cognition 

4.5. Learn to identify and alter the dysfunctional beliefs that predispose him 
orher to distort experiences 


5. Principles of CBT 

5.1. Formulation of the client and his or her problems in cognitive terms. 

5.2. Sound therapeutic alliance 

5.3. Collaboration and active participation 

5.4. Goal oriented and problem focused. 

5.5. | Emphasises the present 

5.6. Educative, aims to teach the client to be his or her own therapist, and emphasises 
relapse prevention. 

5.7. Aims to be time limited 

5.8. Sessions are structured . 

5.9. ain the clients to identify, evaluate and respond to their dysfunctional thoughts and 

eliefs. ; 
5.10. Uses variety of techniques to change thinking, mood and behaviour. 


6. Pre requisites: 
¢ 10days time 
e Autonomy 
* Rapport 
¢ Therapeutic alliance 
¢ Partnership approach 
¢ Client friendly 
* Consideration for cultural values and beliefs 
* Collaborative process. 
7. Steps of CBT 
7.1 therapeutic bond 
7.2 agreement about the task 
7.3 agreement about the goals 
7.4 problem identification 
7.5 formulation of treatment Strategies 
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8. Indications for CBT 


CBT is used in following psychiatric conditions. 
e Affective (Mood) disorders 
Personality disorders 
Social phobia 
Schizophrenia 
Obsessive Compulsive Disorders (OCD) 
Agarophobia 
Post traumatic stress disorder (PTSD) 
Alzheimer's disease 
ADHD 
Chronic illnesses such as rheumatoid arthritis, back problems and cancer 
Pathological gambling 
Panic disorder 
Somatoform disorders 
Enduring mental illness 
9a. Application of CBT in community settings by nurses 
CBT has been effective in the acute treatment of patients with mild to moderately severe 
depression, especially when combined with pharmacotherapy. Techniques include (1) 
activity scheduling, (2) self control therapy, (3) social skills training and (4) problem solving. 
9b. There are three basic roles of nurses involved in CBT. Each of these roles can be 
performed by all nurses of various levels of expertise. 
9.1 Providing Direct Patient Care 
Direct patient care — 
e provide care on both inpatient and community setting 
© most treatments are ideally suited in community setting 
e interventions are for promoting health, intervening in acute illness fostering 
rehabilitation 


9,2 Planning Treatment Programme 


Plannirg and teaching 

Nurses also may function as planners and co-ordinators of complex treatment 
programmes, consultants, and teachers of other nurses, professionals, patients and their 
family members. 

Nurse's Role 

(1) Devises behavioural objective with the client 

(2) Identifies the behaviour that is to be changed & breaks them nto small & 

manageable segments. 

(3) Advocates for clients identifying behaviours that are appropriate, constructive and 

amenable to change whatever the treatment setting. 

(4) Observes, documents & outline the behaviour targeted for change. . ; 

(5) Teaches & reinforces CBT, particularly in inpatient or community settings with a 

behavioural orientation. 

(6) Teaches progressive relaxation to the client with anxiety, models, shapes & 

reinforces appropriate behaviour. 

(7) Initiates and leads groups that focus on developing social skills and assertive 

behaviour. 

(8) Refers the clientsforCBT = 

(9) Acts as a member of the interdisciplinary team 
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9.3 Teaching others the use of CBT 
For clients: 
e Improves coping skills 
e Enables treatment adherence 
e Reduces the longevity ofthe treatment 
e Costeffective 
e Longer staying impact 
e Improves social functioning 


For health care professionals: 
e Enhances staff morale 
e Reduces case loads 
¢ Recognition from other health care professionals 
e Empowerment of clients 
e Develops autonomy 
e Improved job satisfaction 


10. Difficulties with application of CBT 

1. The public health care system devalues partnership, co-operation and clinical expertise of a 
CMHN which in turn may make nurse never experience the feeling of “being cared for”. It 
certainly affects the quality of nurse-client relationship. 

2. Absence of research on delivery of CBT by CMHNS and its effectiveness on target 
population. 

3. Absence of appropriate knowledge and clinical skills. 

4. Characteristics of workplace which resists new development. 


5. Realization that new clinical techniques are more difficult to learn and implement 
than initially realized. 


6.Time constraints. 

7. Limited demand for CBT and resistance from staff/families on its administration. 

8. Limited opportunities to practice and fine-tune the skills learnt by CMHNS. 

9. Fragmentation of mental health service. 

10. Lack of resources (eg. financial) 

||. Immediate needs of seriously mentally ill clients. 

12. Lack of funds for continuing education and professional development of staff. 

11. Conclusion 

CBTis the process of finding out “ What went wrong” and “ how we can fix it up” using client 
generated rather than therapist generated beliefs and values. CBT is recognized as a 


collaborative and empowering process in which the client is an active participant. The 
nursing process and CBT have a lot in common. Both approaches are client centred and 


Genuineness, warmth, empathy and the therapeutic relationship are important and full 
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Section 6: 


Demonstration of various steps of behavioural therapy procedures 


Procedure 1: Applied relaxation 


Dr. Sailaxmi Gandhi, 


Mrs. Jothimani 

Nursing Tutor, NIMHANS. M.Sc Psy.Nsg, Il yr student 
NIMHANS, Bangalore. 

APPLIED RELAXATION 

GENERAL FEATURES 


Applied relaxation is a cognitive behavioral approach first desctibed by Chang-Liang and 
Denney in 1976 and later extensively developed by Lars-Goran Ost during late 1970s.It takes 
as its starting point the abbreviated progressive relaxation (PR) developed by Joseph Wolpe in 
the 1950s as part of systemic desensitization. | 


MEANING 
Applied relaxation is a technique that a number of steps teach patients to relax rapidly, the 
goal being 20-30 sec in natural situations where their problems occur. 


INDICATIONS | 

It was primarily developed for the treatment of non-situational anxiety and panic attacks. 

In trials it has been evaluated for specific phobias such as social phobia, agoraphobia, panic 
disorder, generalized anxiety disorder, tension head ache, mixed head ache, migraine, pain 
(low back pain), tinnitus, Meniere's disease. And also improve the immune defense system in 
cancer patients. 

There is no contraindication for this therapy. 


PURPOSE 
(1) Teaching the patient to recognize early signals of anxiety. 
(2) Learning to cope with the anxiety instead of being overwhelmed by it 


STEPS 

1°" step of progressive relaxation training usually takes 2 weeks of practice and the time to 
become relaxed is 15-20mts. ! nie 
2™ step release only relaxation is commonly practiced for | week and the time to relaxation 1s 
reduced to 5-7 mts. . ~ ip . | 

3" step cue controlled relaxation also requires a week practice and relaxation is achieved in 2- 
3 mts. . 
The 4" step is differential relaxation which is practices for 2 wks and relaxation 1s achieved in 
i mt and the time is reduced to mt. om 

The 5" step rapid relaxation is also practiced for 2 wks allowing the patient to become relaxed 


in 20-30 seconds. es 
The final step is application training usually takes 2 wks and now the rapid relaxation 1s used 


in natural anxiety arousing situations. 
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DEMONSTRATION STEPS 


1. PROGRESSIVE RELAXATION 
This training begins with demonstrating to patients exactly how the different muscle groups 


are to be tensed and relaxed. . 
The first phase of AR includes teaching the patient to relax with t he help of progressive 
relaxation (PR; Jacobson, 1938). We have used the shortened version described by Wolpe and 
Lazarus (1966). The large muscle groups are divided into two parts and worked through 
during the first sessions in the following way: 

Session 1: Hands, arms, face, neck, and shoulders. 

Session 2: Back, chest, stomach, breathing, hips, legs, and feet. 


2. RELEASE-ONLY RELAXATION . 
The purpose of this phase in AR is to reduce the time it takes the patient to become relaxed, 


from 15-20 min to 5-7 min. The release-only relaxation means that the therapist deletes the 
instructions concerning the tension of the muscle groups. Instead the therapist instructs the 
patient to relax these muscle groups directly; starting at the top of the head and working 
through right down to the toes (see Appendix A). If the patient during this procedure should 
experience tension in a muscle group he/she is first to tense that group briefly and then relax it. 
The practice of release-only relaxation generally takes 1-2 weeks, which is then followed by 
conditioned or cue-controlled relaxation. 


STEPS 

Breathe with calm, regular breaths and feel how you relax more and more for every breath ... 
Just let go ... Relax your forehead ... eyebrows. .. eyelids ... jaws ... tongue and throat... lips ... 
your entire face ... Relax yourneck... shoulders... arms... hands... and all the way out to your 
fingertips... Breathe calmly and regularly with your stomach all the time ... Let the relaxation 
spread to your stomach. .. waist and back ... Relax the lower part of your body, your behind ... 
thighs ... knees ... calves ... feet ... and all the way down to the tips of your toes ... Breathe 
calmly and regularly and feel how you relax more and mote by each breath ... Take a deep 
breath and hold your breath for a couple of seconds ... and let the air out slowly ... slowly ... 
Notice how you relax more. 

3. CUE-CONTROLLED RELAXATION 
The purpose of cue-controlled relaxation is to create a conditioning between the self- 
instruction "relax" and the state of being relaxed which is relatively easy to achieve once the 
patient starts out by relaxing before the conditioning begins. 
STEPS 

In cue-controlled relaxation the focus is on the breathing. The session starts by letting the 
patient relax by him/herself using the release-only relaxation, and signaling to the therapist by 
raising an index finger when he/she has achieved a state of deep relaxation. When this is done 
the therapist gives the following instruction cued to the patient's breathing pattern. Just before 
an inhalation the therapist says "INHALE" and just before the exhalation "RELAX". This is 
done 5 times and then the patient is instructed to think "inhale" and "relax", respectively, in 
relation to the breaths. After about one min the therapist once more instructs "INHALE 
RELAX" 4*-5 times, and then the patient continues on his/her own a couple of minutes, rr 
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4. DIFFERENTIAL RELAXATION 


In order for AR to be an efficient coping skill it must be "portable", i.e. the patient should be 


able to use it in mpecucally any situation. He/she must not be constricted to a comfortable 
armchair the therapist's office, or his/her own home. 


os Len git purpose of differential relaxation is aching the patient to relax in other 
situations, be sides the armchair. The secondary purpose is teach the patient not to tense the 


The session starts with letting the patient relax by using cue-controlled relaxation, 1.€. 
relaxing from head to foot, scanning the body for any tensions, while sitting in an armchair. 
Then he/she instructed to do certain movements with various parts of the body, while at the 


same time concentrating on being relaxed in the rest of the body, frequently scanning it for 
signs of tension. 


STEPS 


Examples of movements used are opening the eyes and looking around in the room but only 
moving the eyes; looking around and also moving the head; lifting the head, one arm, and 
then the other; lifting one foot, one leg and then the other. While giving these instructions the 
therapist could continuously encourage the patient to relax the parts of the body that are not 
engaged in the movement. This is particularly important when it comes to the arms and the 
legs. After this exercise the patient is asked if he/she experienced any problematic areas and 
instructed how to deal with it. 


The patient can perform various activities that are natural to the situation, such as writing, 
typing, making phone calls. 


5, RAPID RELAXATION 


The next phase in AR also has two purposes: (1) teaching the patient to relax in natural in- 
stressful situations, and (2) further reduce the time it takes to get relaxed; the goal being 20-30 
sec. In order to achieve these goals the patient should relax 15-20 times a day in natural 
si{uations. The therapist and the patient first have to agree upon what could serve as a cue for 
relaxation training for the individual patient. Examples of cues that have been used are every 
time one looks the watch, make a telephone call, opena cupb oard ete. 


STEPS 


While relaxing in these natural situations the patient is instructed to do the following: (1) take 
3 deep breaths and slowly exhale, (2) think "relax" before each exhalation, and (3) scan the 


body for tension and try to relax as much as possible in the situation at hand. ; 
Stay in the relaxed state for 30 to 60 seconds. With 1-2 weeks of practice on rapid relaxation 


most patients have succeeded in reducing the timc it takes to get relaxed to 20-30 seconds. 
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6. APPLICATION TRAINING 


After 8-10 sessions and weeks of homework practice the patient is ready to start applying the 
relaxation skill in natural situations to cope with anxiety. Before starting to apply AR it is 
important that t he patient is reminded that AR is a skill, and as any other skill it takes practice 
to get refined. The patient should thus not expect complete effectiveness at the first 
application, but must be content that the anxiety ceases to increase. He/she should, however, 
not be discouraged if it does not work very well initially, but continue to apply the relaxation 
every time anxiety is experienced. Relatively soon the patient will notice a larger effect of AR 
and eventually the anxiety reaction can be aborted altogether. The application training usually 
takes 2-3 sessions of relatively brief exposure (10-15 min) a large array of anxiety-arousing 
situations. The purpose of this phase is to show the patient that he/she can cope with the 
anxiety experienced and eventually abort it altogether. 


SUMMARY 


Applied relaxation is a coping technique consisting of a series of steps which teaches the 
patient to reduce the time it tales to become relaxed from 15-20 mts to 20-30 seconds and to 
apply this skill in naturally occurring situations. The treatment usually takes 8-10 weeks to 
complete and clinical experience and research shows that 90% of patients acquire the skill of 
being able to relax rapidly. 
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Procedure 2: Cognitive restructuring 


Mr. P.V. Mohan Krishna 
; Mrs. ShamalaA. 
Nursing Tutor, NIMHANS. M.Sc Psy.Nsg, Il yr student 
NIMHANS, Bangalore. 


is meant to teach a set of very useful techniques that we will.call cognitive restructuring. 
ese techniques were pioneered by Albert Ellis and Aaron Beck, among others. 


We use the phrase "cognitive restructuring" because it sounds more learned and respectable 


than something like "thinking more useful thoughts." Th d et on sa’ 
word for thought. ghts." The word cognition is simply another 


The basic idea of cognitive restructuring is that people's emotions and behavior can be greatly 
affected by what they think. If people can consciously change their habits of what they say to 
themselves and what mental images they present to themselves, they can make themselves 
happier or kinder or more productive or can accomplish any of several other positive changes. 
Cognitive schemas: How individuals think about their world and their important beliefs and 
assumptions about people, events and the environment constitute cognitive schemas. There 
are two basic types of cognitive schemas, positive (adaptive) and negative (maladaptive). 
What can be an adaptive schema in one situation may be maladaptive in another. 


Automatic thoughts: These are the thoughts that occur spontaneously, without effort or 
choice. Automatic thoughts are often distorted, extreme or otherwise inaccurate. 


Thinking errors: An individual's important beliefs are subject to cognitive distortion. 
Because schemas often start in childhood, the thought processes that support schemas may 
reflect early errors in reasoning. Cognitive distortion appear when information processing is 
accurate or ineffective 

COGNITIVE DISTORTIONS 


An individual's important beliefs or schemas are subject to cognitive distortion. Because 
schemas often start in childhood, the thought process that support schemas may reflect early 
errors in reasoning. Cognitive distortions appear when information processing is inaccurate or 
ineffective. 

Freeman (1987) and DeRubeis, Tang and Beck (2001) have discussed a variety of common 
cognitive distortions that can be found in different psychological disorders. Some of them are 


> Allornone thinking: 
Master. Ramesh wanted 1"rankin his term exams, but he could not score high marks. He gets 
angry and feels that he is total failure in his studies. 
This type of thinking is characterized by absolute terms like always, never, and forever. Few 
situations are ever this absolute. There are generally gray areas. Eliminate these absolute 
terms from your vocabulary except for the cases where they truly apply. Look for a more 
accurate description of the situation. Py. 
| wanted 1” rank but my friend scored good marks and got Isst rank in term exam. This is 
disappointing to me, but it doesn't mean I'm not good in studies. Other opportunities will be 
available in the future. I'll study well so that I'll be ready for them when they arrive. This one 
setback does not mean my career is over. Overall, I have excelled in my studies. 


49 


> Overgeneralization: + 
Overgeneralization occurs when you form an arbitrary conclusion based on limited externa 


evidence. You believe that since something occurred once, it will occur over and over. One 
failed relationship means you will always be lonely. 

The solution to this cognitive distortion is contextual thinking. You examine the specifics of 
the situations and you realize that there were particular factors that created the result. Instead 
of thinking "I will never have a good relationship", you recognize the poor choices you made 
in your behavior. Hence, instead of the future repeating the past, the past becomes a resource 
you can use to create a better future. 


>» Discounting the Positive 
Filtering out the positive occurs when you excessively dwell on the negative of a situation. 
An example of this would be focusing on the one dirty spot on a clean floor or while being 
angry at someone, focusing exclusively on all the ways the person hurt you and blinding 


yourself to their positive qualities. 


To deal with this cognitive distortion, you must expand your perspective. This can be done by 
asking yourself questions about the situation such as what do I like about the situation? What 
would I like to change? How can I go about making the change? Perspective thinking allows 
you to see the entire picture without biasing towards the negative. From this place, you can 
take informed, intelligent action } 


> Jumping to conclusions: 
Assuming something negative where thete is 6 evidericé t6 support it. Two specific subtypes 
are also identified: 

> Mind Reading 


Mind reading occurs when you assume you know what another person is thinking and acting 
as if that assumption was true. You don't take the time to check it out with the other person - 
you jump to a conclusion and treat that conclusion as indisputable fact. If someone doesn't 
say hi to you when you see them on the street, you assume that he doesn't like you anymore. 
However, in reality, you have no idea if this is the case since you haven't checked it out with 
the other person. 


The solution to this is focusing on current sensory information. Essentially, you drop the 
interpretation of the event or the story and focus on the concrete facts. The fact that he didn't 
say hi is sensory data. The idea that he doesn't like me anymore is the story and you have no 
wav of knowing ifit is true or false unless you check it out with the other person. 


- Fortune Telling 


This cognitive distortion occurs when you project yourself into a future time and assume 
some negative event is going to occur. You then feel as if that negative future is indeed fact 
Say that you are driving to work and you are running a little late. You imagine that you arrive 
late and that boss yells at you in front of the entire office. Now, you don't know if that will 
actually happen, but the mere act of imagining it makes it real to you. 


The empowering alternative is to use tentative predictive thinking. You make predictions 


car guesses and you remain open to other possibilities. If you are running late, you 
realize that perhaps you might be late for work so you decide that in the future you will give 


yourself more time for travel gni 
j and at the same time ou recognize th 
- _ . . at 
possibility you may make it on time. : — 


>» Emotional Reasoning 


Emotional reasoning is the act of treating your emotions as indisputable facts. The truth is 

however, that your emotions follow from your thoughts and if your thoughts are distorted $0 
will your emotions be at times. When you use this cognitive distortion, you assume that if 
something feels a certain way, that's the way it is in reality. For example consider the idea of 
asking someone out on a date. When thinking about it, many people cet nervous and project 


that feeling onto the action. However, when ing it. iti 
4 actually doing it, it is usuall 
had imagined. y 8 y far easier than you 


In response to the distortion of emotional reasoning, you can use witness thinking. Here 
instead of identifying with your emotions as indisputable facts, you just allow yourself to feel 


them fully without trying to repress or overemphasize them. Instead, you simply witness your 
emotions as they arise in your awareness. 


> Should Statements 


Using the word should in your thinking often creates internal pressure. Although you do it with 
a positive intention, should-ing often makes you unmotivated because you feel that you don't 
have choice in the matter. When your behavior falls short of what you think you "should" do, 
the resulting feelings are often shame and guilt. 


Choice thinking is a more empowering alternative to should statements. Here, you weigh the 
options available to you and select the most beneficial approach to your particular situation. 
Often this behavior is the same as it would have been had you shoulded yourself. However, it 
now comes witha sense of ease and lightness because it was choice made freely. 


> Labeling 


Labeling is the cognitive distortion of branding someone a particular way. However, a person 
is a complex, changing person who cannot be categorized as one thing or another. When 
someone behaves inconsiderately towards you and you call them a jerk, you are labeling. 


The solution to labeling is reality-testing. Instead of making someone's behavior their 
identity, you simply acknowledge the behavior as it is. In the previous example, you could 
identify that the person was engaged in inconsiderate behavior at that time. That's jerky 
behavior but it doesn't make them a jerk. 


> Personalization/Blaming 


- Personalization is assuming responsibility for something negative when you have no basis for 
doing so. This can often lead to enormous guilt. The flipside is blaming where you project 
responsibility for something negative onto another person. Both these are flawed in that they 
assume that if something negative happened, it must be somebody's fault. There is no 
allowance for genuine mistakes, only people that need to be punished for wrongdoing. 


Objective thinking provides the answer to this cognitive distortion. By simply analyzing what 
behavior created a certain situation without making it about who you are as a person, you open 


yourself up to far more empowering alternatives. 
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» Mental filter (Selective abstraction) - Focusing exclusively on certain, usually 

negative or upsetting, aspects of something while ignoring the rest, like a tiny 
imperfection ina piece of clothing. 
Ms. M is having a bad day. As she drives home, another driver cuts her off. She 
grumbles to herself that there are nothing but rude and insensitive people in her 
town. Later, a kind gentleman waves her go ahead of him. She continues on her 
way still angry at how rude all the people in her city are. 


When a person falls victim to mental filters they are mentally singling out only the bad 
events in their lives and overlooking the positive. Learn to look for that silver lining in 
every cloud. It's all about how you choose to let events effect you. Mary could have 
turned her whole day around if she had paid attention to that nice man who went out of 


his way to help her. 


>» Magnification and Minimization - Inappropriately understating or exaggerating the 
way people or situations truly are. Often the positive characteristics of other people are 
exaggerated and negative characteristics are understated. 


What can you do to stay away from this error? Remember when one mistake bogs us down; we 
forget to look at the overall picture. Step back and look at the overall picture, so what if you 
make one mistake? 


STEPS IN COGNITIVE RESTRUCTURING 


1. Write down the situation that triggered the negative thoughts: 
Make a brief note of the situation in the first column of the worksheet. 


2. Identify the moods that you felt in the situation: 
In the second column, enter the moods that you feel in the situation. Moods here are the deep 
feelings that we have about the situation. They are not thoughts about it. 


“Mind over Mood” offers an easy trick to help tell moods from thoughts: It is usually possible 
to express moods in one word, while thoughts are more complex. Keep in mind, you may well 
feel several different moods at the same time. These reflect different aspects of the situation. 
For example, “he is trashing my suggestion in front of my co-workers,” would be a thought, 
while the associated moods might be “humiliated”, “frustrated”, “angry” and “insecure”. 


3.Write down the Automatic T, houghts that you experienced when you felt the mood: 
In the third column, write down the thoughts that came into your mind when you felt the mood. 
Identify the most distressing of these. 

In the example above, thoughts might be: 

Maybe my analysis skills aren't good enough... 

Have I failed to consider these things? 

He hasn't liked me since... 

How rude and arrogant of him! 

Everyone will think badly of me 

But my argument is good and sound... 

This is undermining my future with this company 

In this case, the person in this example might consider that the most distressing thoughts (the 


<n Thoughts”) are “maybe my anal sis skills aren't good % 0 sa 
badly of me” 7 arent good enough,” and everyone will think 
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4. 1dentify the evidence that supports these Hot Thoughts: 


In ‘ih “ye oe of the worksheet, write down the objective evidence that you can find that 
‘se , e Hot Thoughts. Developing this example, the evidence written down might have 


The meeting moved on and decisions 
were taken with no ac 
Saha ccount being taken of my 
He did identity a flaw in one of the arguments in my paper on the subject 
5. Identify the evidence that does not support the Hot Thoughts: 
In the next column, write down the objective evidence that contradicts the Hot Thoughts. 


Evidence contradicting the Hot Thought in the example might be: 

The flaw was minor and did not alter the conclusions 

The analysis was objectively sound, and the suggestion was realistic and well founded 
When I trained in the analysis method, I usually came close to the top of my class 

My clients respect my analysis and my opinion. 


6. Now, identify fair, balanced thoughts about the situation: 

By this stage, you will have looked at both sides of the situation as far as you can. This should 
have clarified the situation. You may now have all the information you need to take a fair, 
balanced view of the situation. Alternatively, you may find that there are still substantial points 
of uncertainty. If this is the case, then you may need to clarify this uncertainty, perhaps by 
discussing the situation with other people who have a view or by testing the question in some 
other way. Obviously, the amount of effort you put in does depend on the importance of the 
situation. | 

Do what is needed to come to a balanced view and write the balanced thoughts down in the 
sixth column of the worksheet. 

The balanced thoughts in this example might now be: 

lam good at this sort of analysis. Other people respect my abilities. 

My analysis was reasonable, butnotperfect 

There was an error, however it did not affect the validity of the conclusions. 

The way he handled the situation was not correct. 

People were surprised and a little shocked by the way he handled my suggestion (this 
comment would have followed a conversation with other people at the meeting). 


7. Finally, observe your mood now and think about what you are going to do: 

You should now have a clearer view of the situation. 

Look at your mood now. You will probably find that it has changed and (hopefully!) improved. 
Write this in the final column. 

The next step is to think about what you could do about the situation. You may conclude that no 
action is appropriate. By looking at the situation in a balanced way, it may cease to be 
important. . 

Alternatively, you may choose to do something about the situation. If you do, you may find 
that some of the techniques explained elsewhere on this site are useful. The Assertiveness tool 


is most likely to be particularly useful in dealing with problems with other people! 
ut also put them on your To Do List so that 


Make a note of these actions in the final column, b 


you act on them. 


Finally, think through positive affirmations that you can use to counter any future negative 


thoughts of this type, and see if you can spot any opportunities coming out of the situation. 
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Concluding the example above: | 
Mood: Compared with the moods felt at the start of the example, the mood experienced by the 
person completing the worksheet will have changed. Instead of feeling humiliation, 
frustration, anger and insecurity, this person is most likely to feel only anger. 


Actions: A first action will be to use relaxation techniques to calm the anger. Having done this, 
this person may take away two actions: First, to check his or her work more thoroughly and 


second, to arrange a meeting to discuss the situation in an assertive manner. : 
Positive Thoughts: This person could also create, and use, the following positive thought in a 
similar situation: “My opinions are sound and are respected by fair-minded colleagues and 


clients. | will rise above rudeness.” 


Cognitive techniques use in the session are as following: 


» Understanding idiosyncratic meaning: 
Different words can have different meaning for people, depending on their automatic 
thoughts and cognitive schemas. Questioning the client helps both therapist and client to 
undertand the client's thinking process. 

. Challenging absolutes: 
Clients often present their distress through making extreme statements. Often it I 
helpful to question or challenge the absolute statement so that the client can present it 
more accurately. 

¢ Reattribution: 
Clients may attribute responsibility for situation or events to themselves when they have 
little responsibility for the event. By placing blame on themselves, clients can feel more 
guilty or depressed. Using the technique of reattribution, therapist help clients fairly 
distribute responsibility for an event. 

¢ Labeling of distortions: 
Labeling distortions can be helpful to clients in categorizing automatic thoughts that 
interfere with their reasoning. 

¢  Decatastrophizing: | 
Clients may be very afraid of an outcome that is unlikely to happen. A technique that 
often works with this fear is the “what-if” technique. It is particularly appropriate when 
Clients Overreact to a possible out come. 

. Listing advantages and disadvantages: 


Sometimes it is helpful for patients to write down the advantages and disadvantages of 
their particular beliefs or behaviors. This approach helps individual move away from 
cognitive distortions. 


° Cognitive rehearsal: 
Use of imagination in dealing with upcoming events can be helpful. 
THOUGHT DIARY 


Another method used to assess client thoughts, emotions and behaviours outside the therapist's 


Office is self-monitoring. Basically client keep a diery known as dysfunctional thought record 
(DTR). Some times called a thought sheet. 


Client will be asked t on ty} , 
eed asked to draw 5 columns and write his thought experienced along the following 
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Date, situations, Emotions (feeling), automatic thought, Alternative response, outcome. 
Date 


Automatic 
thoughts (rate 
degree,0- (Rate, belief,0- 


_ Emotions Alternative 
| Res ponse(rate 
degree,0-100%) | (re-rate 


degree,0- 


Out come 


3h) 


Procedure 3: Exposure and response prevention (ERP) 


Mrs. R. Sumathi Ms. John Cecily J. 
Nursing Tutor, NIMHANS. M.Sc Psy.Nsg, Il yr student 
NIMHANS, Bangalore. 


Description 
The mostly widely practised behaviour therapy for OCD is called exposure and response 


prevention (ERP). The "exposure" part of this treatment involves direct or imagined 
controlled exposure to objects or situations that trigger obsessions that arouse anxiety. Over 
time, exposure to obsessional cues leads to less and less anxiety. Eventually, exposure to the 
obsessional cue arouses little anxiety at all. This process of getting "used to" obsessional cues 
is called "habituation." The "response" in "response prevention" refers to the ritual behaviours 
that people with OCD engage in to reduce anxiety. In ERP treatment, patients learn to resist the 
compulsion to perform rituals and are eventually able to stop engaging in these behaviours. 


Goal: 

The goal of the treatment is to change the patient understanding of obsessions, prevent 
neutralisation and thus enable patients to habituate to the obsessive thoughts. The thought 
frequency and duration and the distress caused by the thoughts then decreases. 


Specific objectives: 

1. To provide an adequate explannation of obsessions 

2. To enable the patient to understand the role of neutralisation in the maintainance of 
obsessive thoughts 

3. To prepare the client for exposure to the thoughts and to the situations which trigger the 
obsessions 

4. Tocorrect when necessary the overestimation of the importance of the thoughts 

5. To expose the client to the thoughts and to implement response prevention (i.e. stop 
neutralising activity) 

6. To correct, when present, the exaggeration of specific feared consequences associated 
with the thought 

7. Tocorrect, when present, the exaggerated responsibility and perfectionism 

8. Tomake the patient aware of situations in which he/she is more vulnerable 

9. Toprepare the strategies to use when relapse occurs 


Duration of therapy: 
There were usually three to four assessment sessions followed by two sessions a week until 


week. 
Assessment sessions: 
Once a diagnoss has been established assessment typically takes two to three sessions. 


> j j 
ts first Session normally addresses the major symptoms identifying obsessive 
oughts, neutralising responses, situations that are avoided etc, 
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>» The second session may be used for general history taking, such as onset, course of the 


disorder, previous treatment (psychological or pharmacological), exacerbations with 
stress, social functioning, and knowledge about OCD. 


> The third session can focus on the strategies with the Structured Ineterview on 


Neutralization and on some aspects of appraisal using the Interpretation of Intrusive 
Thoughts. | 


Self-monitoring: 
Self-monitoring should be introduced as soon as possible. Self-monitoring enables the client 
and the therapist to discover what may be modulating the variability and symptom severity and 
ultimately help in relapse prevention. 
First intervention session: 
The first session has two main goals 

1. Toestablish the thearpeutic contract 

2. Toprovide a model of obsessive thoughts that will be used throughout the treatment 


Cognitive model of obsessive thoughts 


Trigger 
M ae 
O 
p Daily lif 
aily lite 
Obsession = 
events 
S 
T (aa 
Appraisal ep 3" 
Neutralisation REP AeS 


(importance) 


a eee 


There are five critical points that the therapist must ensure that the patient has understood 
during the session. 


1. Unpleasent thoughts are experienced by almost everybody and they generally occur 
spontaneously. They are involutary and unwanted. Some people are more disturbed by 
these thoughts than others are. : 

2. People who are troubled by their thoughts interpret them in particular ways and attach a 
great deal of importance to the thought's presence or content. ee 

3, Ifa person attaches a great deal of importance, it then becomes logical to try a ) 
something about the thought. All these strategies, whether reassurence ain ing, 
cognitive rituals, physical compulsions, talking to oneself, distraction, or aie ance 
are considered different forms of neutralisation. Even though they may be efficient in 


the short term, they are ineffiecient in the long term. 
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4. With the so-called “camel effect”, all attempts to remove or suppress the thought result 
in return of the thought. : 

5. The occurrence of the obsessive thoughts and the camel effect are involuntary og 
which the patient has no control. On the other hand, the importance given to “A 
thought and neutralisations strategies are voluntary actions, which are potentia y 
under the patient's control. The goal of the therapy is to change the importance es to 
the thoughts and the strategies are used when the thought occurs, and thus decrease the 
distress caused by the thought, its frequency and duration. 


Second and third intervention sessions: i ell pre aewey tees 
The goal of the second treatment session is to check that the model is understood, add any 
further details, and prepare the patient for exposure and response prevention. 

e The role anxiety 

e Role of magical thinking 

e Avoidance 

e Reassurance seeking 


Exposure 
The idea of progressive exposure can be introduced 
Anxiety level Thought 
Shouting out rude words 
Pushing someone walking in the road 
Punching someone in the face 
_ Attacking someone with a knife 


Going completely crazy, going on the rampage and killing a lot of people 


Later exposure sessions 
In all sessions where exposure has been given as homework, it is important to examine the 
exposure self-monitoring forms in detail at the start of the session 


ION W bo 


(oe) 


There are four main ways of increasing the capacity of the stimulus thought to provoke 
anxiety 

Vary the stimulus 

Vary the situation 

Vary the intensity of the thought 

Mood state can be varied 


ee 


Terminating treatment 
1. Relapse prevention 
2. Maintaining treatment gains 
3. Combined pharmacological and cognitive behavoural treatment 
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Procedure 4: 


Guided Imagery Therapy 

Mrs P.L Kalaivani Mr. Daya Chandra Kumar 

Nursing Tutor M.Sc Psy. Nsg. Il Year Student 
NIMHANS, Bangalore. 


The use of guided imagery or guided affective imagery as a form of therapy was systematized 
by Hanscarl Leuner in 1954. 


Leuner founded that resting comfortably with the eyes closed for some time led to the 
appearance of images and that an exploration of the images with a guide was a pleasant and 
beneficial experience. He induced the images actively to shorten the interval before their 
appearance, added analytic insight to the guided exploration, and so framed guided affective 
imagery. 


INDICATION 

The treatment was reported to be useful in chronic neurosis, personality disorders, depressive 
disorders, phobias, obsessive- compulsive disorder, sexual disorders, hyperhidrosis, substance 
abuse, anorexia nervosa, ulcerative colitis, and hives. 

The niche it filled in organized psychiatry, however, was never more than a small one. 

The ancillary disciplines of medicine, particularly nursing, embraced it with more enthusiasm 
than did psychiatry, and positive claims have been made regarding its use in postsurgical pain 
control, general adaptation to illness, and particularly, coping and dealing with incurable, 
progressive disease. | 

TECHNIQUES 

The patient is placed ina comfortable chair and taught to practice relaxation, with suggestion of 
warmth, heaviness, and regular breathing. The patient is then invited to imagine a harmless, 
pleasant image, like a flower, and is asked to describe it in detail, to look in the center, or to 
touch or smell it. Involvement in the images heightens the relaxation and vice versa; the patient 
soon becomes able quickly to induce a readiness for imagery. The hypnoidal state is ended with 
a command, such as, “Clench your fists, bend your arms, open your eyes, and you are back, 
~ awake and refreshed.” 

THEORETICALISSUES 

Guided affective imagery attempts systematically and psychotherapeutically to use the human 
ability to create images. It holds that so- called catathymic images, images appearing before 
one's closed eyes as if on a screen and ultimately coming together and taking on movement to 
tell a story, represent a person's interpersonal world in autosymbolic imaginal form. The 
images includes color, plasticity, and action, and the more one is absorbed in them, the richer 
and more colorful and subtle they become. The symbols and the stories project the person's 
conflicts. Psychoanalytically informed guidance as the person recounts the experience can 
materially enhance conflict resolution by manip” lating the symbols or assisting the story 


toward a successful outcome. The crucial idea is that influencing the symbols and the story 


influences the conflict. 
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Procedure 5: 

Jacobson Progressive Muscle Relaxation(JPMR) 

Mrs. Leela Savio Mrs. Padmavathy N. 

M.Sc Psy.Nursing II year student 


NIIMHANS, Bangalore. 


Nursing Tutor 


Progressive muscle relaxation (or PMR) is a technique of stress management developed 


by American physician Edmund Jacobson in the early 1920s. it represents a group of 
therapeutic techniques that seek to reduce one of the physiological manifestations of anxiety 
by teaching a person to be aware of muscle téfsion ahd to release quickly that tension.. 
Edmund Jacobson was a US-American physician in internal medicine and psychiatry and a 
physiologist. He was the founder of the Progressive Muscle Relaxation and of Biofeedback. 


Jacobson was able to prove the connection between exccssive muscular tension and different 
disorders of body and psyche. He found out that tension and exertion was always accompanied 
by a shortening of the muscular fibers, that the reduction of the muscular tonus decreased the 
activity of the central nervous system, that relaxation was the contrary of states of excitement 
and well suited for a general remedy and prophylaxis against disorders. 


In 1929, after twenty years of research, Jacobson began to publish his results in the book 
“Progressive Relaxation”. His major work, "You must relax", addressing the general public, 
came out in 1934.Jacobson deepened his investigations from 1936 through 1960 at the 
Laboratory for Clinical Physiology in Chicago which he directed, and he continued his 
investigations of simultaneous chemical and electronic recordings in man in health until the 
1970s.Jacobson argued that since muscular tension accompanies anxiety, one can reduce 
anxiety by learning how to relax the muscular tension. Jacobson trained his patients to 
voluntarily relax certain muscles in their body in order to reduce anxiety symptoms. He also 
found that the relaxation procedure is effective against ulcers, insomnia, and hypertension. 
There are many parallels with autogenic training, which was developed independently. 
Jacobson's Progressive Relaxation has remained popular with modern physical therapists 


Indication 


e Insomnia 

¢ Hypertension 

¢ Tension headache 
e Explosive anger 
¢ Chronic pain and 


e Depression 


Relaxation method 
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neck, and head, and then down the torso and legs to the feet). The effect of the tension- 


relaxation sequence is to cause deeper relaxati 
; xation than w . 
attempting to relax. P ould be achieved by simply 


MODIFIED VERSION OF JACOBSON'S PROG 
RESSI 
RELAXATION (JPMR) PROCEDURE SEY Ee MUSCLES 


Now take a comfortable position on the bed as comfortably as you can on your back, with all 
the parts of your body loose.... Light.... And free. Be calm and comfortable. Keep your eyes 
closed lightly. Now let us start the practice... as you go on doing it concentrate on the feelings 
from within your muscles and body... observes the changes: tightness and development of 
light soothing sensations within. Avoid stray thoughts as best as you can and be calm, quiet and 
still, on the bed. Avoid extra movements of the body. Now make your body completely 
loose... light... and free. 


A 


Clench your right fist... as tightly as you can... tighter and tighter... good... 
observe the tightness or tension within your palm muscles...hold it for sometimes, 
slowly release it... make it completely loose and light...now observe the soothing 
sensation within... feel the lightness in your palm... good... keep the entire body 
loose and light... be calm and relaxed. Repeat it it again... clench it as hard as you 
can... now observe the tension within... slowly release it... make it free and light... 
feel the soothing lightness, within, and be relaxed... still more calm and relaxed. 
Breath freely and gently. 


_ Now clench your left fist...hold it for sometime. ..now free it. Observe the soothing 


sensation within and be calm and relaxed. Be still more relaxed... keep the entire 
body loose and light. Repeat it again... still more tightly. Feel the tension and slowly 
release it... make it loose and light... observe the soothing sensation within and be 
calm and relaxed...keep the body still more light and free... concentrate on the 
feelings from within. 


Now clench both fists at a time... as tightly as youcan... feel the tension and slowly 
release then...observe the difference... feel the lightness in your palms and be 
relaxed. Do it once again.. observe the lightness... make it completely loose and 
light... feel the soothing sensation and be relaxed. Now be calm and relaxed... 
observe the lightness growing in your hands and be relaxed; still more relaxed. 


Now clench both fists as bend your arms... tighten your arm muscles... as tightly 
as you can... feel the tightness of your arm muscles... make them loose and tight. es 
let your hands be: straight, free and light... observe the light feeling within your 
muscle of the arms... feel the lightness in your hands... and be relaxed. Repeat it 
again... observe ‘the tension and slowly release them... make them free and light... 
feel the lightness, within... Be still more relaxed... ... keep the entire body loose and 
light. Be calm and relaxed... relax more and more, still... further. 


Now straighten your hands as tightly as you can make them stiff and press them by 
the side of your body... still more your hands... at the back of your arms and 
forearms. Now again make them loose and... light... completely free and falling on 
the bed... keenly observe the soothing sensation within and relaxed; repeat it 
again... good... feel the tension and make them loose and light... observe the 


lightness within and be relaxed... still more calm and relaxed, keep the body 
completely still and light... shrink more into your bed, observe the growing 


lightness in your hands. 
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10. 


] 


— 


Now wrinkle your forehead ...push your eyebrows upwards forhead... and slowly 
sooth it out... now observe the comfortable sensation in your forehead and be 
relaxed. Do it once again... still more... tightly. Feel the tension and slowly sooth it 
out. Observe the lightness... be calm and relaxed ... keep the entire body loose, light 
and free. Repeat it again... still more... feel the tension slowly and release itobserve 
the soothing sensation and be relaxed... be calm and relaxed, keep the entire body 


loose and light. 


now twitch your eye brows... as if you are frowning on someone. -- feel the tension 
in between your eyebrows... and slowly sooth it out... feel the lightness in your 
forehead and be relaxed... do it once again...tightly.. feel the tension and slowly 
release it... be calm and relaxed. Still more relaxed. 


now press your tongue to the roof(palate) of your mouth in a flat manner...do not 
coil your tongue... press it as tightly as possible... observe the tension in your 
tongue... and slowly make it loose and light... open your mouth slightly and feel the 
soothing sensation in your tongue... and be relaxed. Repeat it again...feel the 
tension and slowly loosen it... observe the difference. Be calm and relaxed, deeply 


relaxed. 


Now bite your teeth tightly (pressing of jaws)... as hard as you can. Feel the 
tension in your cheek muscles... and slowly make it loose a and light. Observe the 
lightness of your body and be relaxed. Repeat it again... good... Feel the tension and 
slowly release it. Again concentrate on the soothing lightness from your muscles and 
relaxed. Be still more relaxed... still further relaxed. 


Now press your lips against each other (do not bite) as hard as you can, feel the 
tension within and slowly release them. Make them loose and free. Observe the 
lightness within and be relaxed... do it once again... good, feel the tension and 
slowly release i. keep the entire face loose, light and free... observe the soothing 
sensation spreading from your hands to the face. Be deeply relaxed.. still more... go 
deeper into relaxation. 


. Now bend your head forwards and let your chin touch the chest and observe the 


tensiou in lyour neck muscles and now turn it to the left...again bring it to the 
middle. ...touch the chin to the chest....and slowly keep it back on the bed...make it 
loose and free.....completely light and loose. Observe the soothing sensation 
within and be relaxed...keep the entire body loose and light. Be calm and relaxed. 
Repeat it again.....good bring it to the middle...touch the chin to the chest... and 
Slowly release it....Make it completely loose and free....feel the lightness in your 
neck and be relaxed...Feel the relaxation in your hand and neck... be calm and 
relaxed.....still more relaxed. 


- Now bend the head backwards and turn it left and right good, observe the 


tension and slowly release it. Feel the soothin g sensation within and be relaxed...do 
it again. ..good.. now feel the lightness in your neck and face. ...be relaxed... .be stil] 
more relaxed. Keep the entire body loose and light. 


- Now bend your shoulders upwards in an arch like manner as tightly as you 


ae . .Stillmore. .. feel the tension in your muscles and slowly release them.....feel the 
ifference slowly release them...observe the soothing sensation within and be 
relaxed....be still more relaxed. 
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14. Now bend your shoulder backwards....press them against your bed...as tightly 


15. 


16. 


17. 


18. 


FS. 


20. 


2k. 


. you can,..feel the tension and slowly release it. Make them completely loose and 
ee. Observe the difference. Concentrate on the growing lightness in your neck 


and shoulder....repeat again...feel the tension and release them...observe the 
difference...berelaxed...still.,..more...relaxed. 


Now move your shoulder in a circular manner observe the tension within and 
make them loose and light..feel the soothing sensation. Repeat it again...feel the 


tension and release them. Feel the soothing sensation within and be relaxed. Be 
calm and relaxed. 


Now bend your upper part of the back (back bone) upwards....observe the 
tension and slowly release it...feel the lightness in your back muscles.....repeat it 
again...good feel the tension and slowly make it lose and free. ..observe the soothing 
sensation in your shoulder and back... .be calm land relaxed. 


Now take a deep breath and expand your chest...as best as you can...feel the 
tension in your chest and slowly release it. Observe the comfortable sensation 
within.....breath lightly and gently...now be relaxed. Do it once 


again...good...feel the tension and slowly release it. Be calm and relaxed...keep 
the entire body loose and light 


Now swell your belly with air (abdomen) still more tightly...slowly make it loose 
and free...breath freely...observe the lightness in your abdomén...and be 
relaxed...repeat it again...good observe the tension and. slowly release it; ee 
relaxed, still more relaxed. 


Now shrink your belly in....... as tightly as possible and feel the tension. ...slowly 
make it loose and light. ..observe the difference....do it again....good.....feel the 
tension and slowly release it. Be calm and relaxed.. breath lightly and gently. Be 
calm and relaxed. 


Now tighten your abdomen muscles with a jerk....feel the tension and slowly 
release it...be still more relaxed, observe the soothing sensation within, repeat it 
again. _...good..feel the tension and slowly release it, feel.....the difference relaxed. 


Now bend the lower part of your backbone from your waist in an arc-like 
manner, upward keep your hips touching the bed. Feel the tension and slowly 


straighten it...observe the difference... feel the soothing sensation within...be calm 


_ and relaxed...deeply relaxed. Repeat it again...observe the tension and make it 


ppek 


loose and free...still more light...feel the soothing sensation within and be 
relaxed...deeply relaxed...concentrate on the growing lightness of your trunk. Be 
deeply relaxed. 


Now tighten your thigh muscles as tightly as possible....feel the tension and 
slowly release them... feel the difference more relaxed. Keep the entire body loose 
andlight.....shrink more into your bed. ...be relaxed. 
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23. Now bend your heels down and tighten your calf muscles... feel the tension 
within and slowly release them...make them loose and light. Be calm and relaxed 
...Still more relaxed....repeat it again...observe the tension and slowly release it. 


Be calm and relaxed, deeply relaxed. 


24. Now bend your toes upwards feel the tension in your legs and toes and slowly 
release them...make them completely loose and free. ..observe the soothing | 
sensation and deeply relaxed. ...calm and relax....repeat it again feel the tension 
and slowly release them...feel the difference...be deeply relaxed. ..relax more 


and more. 


25. Now bend the toes downwards as tightly as you can....feel the tension within 
your toes and feet, and slowly release them. ..observe the difference... .repeat it 
again.....feel the tension and slowly release them. Observe the soothing 
sensation in yourtoesand legs. Becalmandrelaxed. Deeply relaxed....still 
more... relaxed. 


26. Nowslowly draw ina deep breath and slowly release it Keep the entire body 
Loose and light and free. Concentrate on the growing lightness in your hands, 
face, neck, shoulder, abdomen, back.....relax now and more and more... further 
and further.....deeper and deeper. 


TERMINATION 
(After 10-15 minutes of relaxation) 


Now you can calm, comfortable and relaxed. Count from one to four and four to oie. 
Now start....one...... good...... (after completion of the counts i.e. 1-4 and 4-1) slowly 


open your eyes....... Now slowly get up....sit for a while....now you are completely 
relaxed, fresh and comfortable. 


64 


Procedure 6: 
Chaining, Shaping and Modeling 


on Shankaraiah Mrs. Vijayalakshmi 

r. Nursing Tutor M.Sc. Psy.Nsg. II year student 
Chaining: 

Introduction 


Chaining is a teaching technique that consists of breaking a task down into small steps and 
then teaching each specific step within the sequence by itself. This technique is helpful when 
patients need to learna routine task that is repetitive 


There are two types of chaining techniques: “forward chaining” and “backward chaining.” 


The forward chaining technique moves a patient from the first part of the task to the end. The 
backward chaining technique moves a patient from the last part of the task to the beginning. 
The decision to use either a forward chaining” or backward chaining” is dependent on the 
patient and the task. An analysis of the task and the patient's ability level will help to decide 


“which chaining procedure is the best method of teaching the task. 


FORWARD CHAINING 


Forward chaining breaks a task down into understandable and manageable steps. Each step in 
the sequence is then taught from the beginning to the end. After the target task has been 
analyzed, broken into steps, and written into a plan, the therapist begins to teach the patient the 

-first step in the chain. When the first step is learned, the therapist moves to the second step. The 
second step is taught by adding it to the first step. The patient is then learning the second step in 
the routine and attaching it to the first step. When the patient is able to demonstrate the first and 
second steps in the chain, the third step is taught in conjunction with the first two steps. In other 
words each time a new step is taught the others are completed first and then the new step is 
added. Each step must be mastered before the next step is added. If a patient is unable to 
complete a step in the sequence, the therapist must analyze that step to see what changes might 
need to be made in the chaining process. 


STEPS IN FORWARD CHAINING 

1. Identify the target behaviour 

2. Task analyze the behaviour to determine each individual step 

3. Teach and reinforce the initial step in the skill 

4. Collect data on the acquisition of the skill and analyze it for mastery 
5 


_ When the first step is mastered, teach and reinforce the second step in conjunction with 
the first step 


As each successive step is mastered, add the next step in the skill series until the 


6. 
student is able to demonstrate the entire skill without adult support 
Example: 


Paul is not able to dress himself independently. However, he is able to undress himself. 
Therapist suggested that a forward chaining program would be an appropriate approach to 
teach Paul to dress himself. 

When the step occurs for Paul to begin putting on his shirt, he is prompted to hold the shirt in 
his hands and place his hand into one sleeve. 
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As Paul places his hand into the shirt, he is reinforced and the adult staff completes the process 
for him. As Paul independently begins to complete the first step, he is prompted to put his other 


hand in next. 
As the chaining process continues, Paul is handed the shirt, he holds it independently, puts one 


hand in and then the other, stands up, pulls thei together at the top, and to complete the chain, 


pulls up the zipper. ; 
The next step would be to teach Paul to put on buttons. Then the dressing process would be 
complete. Since Paul does not know how to button his shirt that could be another chaining 


process. 
BACKWORD CHAINING 
The backward chaining technique involves the same process as forward chaining, but the 
teaching process begins at the end of the sequence and moves to the beginning. Backward 
chaining is used when a patient can be taught a task easier from the last step of the task 
than the first. The patient is provided with adult assistance throughout the process until the 
last step. The patient is encouraged to complete the last step alone. If prompts are 
provided, they are faded as soon as possible so that the last step is independent. When the 
lasts step is mastered, the patient is provided help until she is able to perform the step 
before the last one. Each step is mastered prior to the final step. The patient is completing 
more and more ending steps independently until she is able to complete without adult 
assistance. 
STEPS IN BACK WARD CHAINING 

1. Identify the target behaviour 

2. Task analyze the behaviour to determine each individual step 

3. Teach and reinforce the last identified step in the skill 

4. Collect data on acquisition of the skill and analyze it for mastery 

5. When the final step is mastered, téach and teinforce the next-to-last step (i.e., or the 

step before the last step) 
6. As each successive step is mastered, add the previous step in the skill series until 
the child is able to demonstrate the entire skill without adult support 

Example: 


Paul is now able to put on all of his clothes independently. He can even put on his shoes, but he 
is unable to tie them and becomes very frustrated when he attempts the first step. Therapist 
suggested a backward chaining technique for Paul to learn to tie his shoes, Paul is reinforced 
following the dressing task and also when he puts on his shoes. The adult ties the first shoe for 
Paul except for pulling the laces tight at the end of the sequence. This process is repeated for 
the other shoe. Paul is reinforced for pulling the laces tight on both shoes. He is not required to 
do any other Step but that one. When Paul demonstrates mastery of that step, he is required to 
assist with pushing the loop through the hole. Each succeeding step of the Shoe-tying sequence 
would be taught based on completion of the preceding step. Finally, he would leam to.tie his 
shoes. In order to implement a successful chaining program the task must be broken down int 

the smallest steps necessary for the patient to learn and master. : 
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Shaping: 


The technique of shaping begins with identifying behaviour that the patients need to learn or 
change. The target behaviour should be clearly identified so that as the shaping technique is 
implemented only the desired behaviour is reinforced. Each step of the shaping technique 
should bring the patient closer to the final desired behaviour. All adults who are involved in 
shaping should be clearly trained on which behaviour to reinforce and which behaviours to 
ignore. As the small steps are shaped and reinforced, the patient behavior will change or 
become what was identified as the original desired behaviour. 


Shaping Technique 
1. Choose the final behaviour that the patient should demonstrate. 


2. Identify any small approximations of the desired behaviour that the patient currently 
demonstrates. 


3. Select the reinforcement(s) to be used. 


4. Make sure that everyone working with the patient knows which behaviour to 
reinforce, when to reinforce and how to reinforce. 


5. If the patient currently demonstrates an approximation, begin the process of 
reinforcing each time the patient demonstrates the desired behaviour. 


6. Collect data about the behaviour. 


7. Communicate with the team to discuss what the data are indicating about the 
behaviour to be changed. If the data indicate that the shaping technique is working, the 
team would decide to begin to reinforce a closer approximation of the final behaviour. 
If the data indicate that the behaviour is not changing, the team would analyze what 
they are doing and make changes in the program. 


8. Continue the program until the student demonstrates the appropriate behaviour. 
Example: ; 


Paul likes to greet people when he sees them at school and in the community. His current 
method of greeting is to reach out his hands and then grab the other person and give him or her 


large bear hug. His greeting style is not appropriate to use when meeting strangers. Paul's 
family is also not comfortable with always having him hug them. Both the school staff and 
Paul's parents feel that he needs to learn a more appropriate style of greeting that could be used 
across settings and people. 
e The program began with the school staff initiating greetings many times during the 
school day. 
e Eachtime they greeted Paul; they would extend their hand and grab his hand before he 
could hug them. 
e As they grabbed Paul's hand, they said “hello,” held tightly to his hand and gave his 
arm a large shake for 10 seconds. 
° This began the process of shaping Paul's behaviour so that he would extend his arms 
and initiate a handshake. 
e Paul's initial reaction to the shaping technique was to smile and try to hug the other 
person. If the hug was initiated, the hand was immediately dropped; the person looked 
away and as soon as the hug was over walked away without a greeting. 
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If Paul stopped at the hand shaking interaction, he was reinforced by continuation of 
the handshake and conversation. 

Initial data were collected for hugging or hand shaking. The team found that Paul was 
successful in learning to limit his hugging behaviour. 

As the procedure continued, the team generalized to handshaking in other 
environments with other team and family members. 


Paul successfully demonstrated a change in his hugging behaviour. He not only began 
to initiate an appropriate handshake so that he did not need adults to interrupt the 
hugging behaviour, but the intensity and duration of the handshake also decreased. 


Modelling: 
Observational learning (also known as: vicarious learning or social learning or modeling or 
monkey see, monkey do) is learning that occurs as a function of observing, retaining and, in 
the case of imitation learning, replicating novel behavior executed by others. It is most 
associated with the work of psychologist Albert Bandura, who implemented some of the 
seminal studies in the area and initiated social learning theory. 


There are 4 key processes of observational learning. * 

1.) Attention: To learn through observation, you must pay attention to another person's 
behaviour and its consequences. 

2.) Retention: Store a mental representation of what you have witnessed in your memory. 

3.) Reproduction: Enacting a modelled response depends on your ability to reproduce the 
response by converting your stored mental images into overt behavior. ery 


4.) Motivation: Finally, you are unlikely to reproduce an observed response unless you are 
motivated to do so. Your motivation depends on whether you get benefits from responding that 


action. 
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Procedure 7: 
Systematic Desensitization 


Mrs. P.D. Sreelatha Kumari 


Nursing Tutor Mrs. Roshni K. 


M.Sc. Psy.Nsg. II year student 


Definition: 


It is a treatment for anxiety consists of traini 
a onsis ng someone to be deeply relaxed and pairi 
relaxation with exposure to the situation that evoke anxiety. (Wolpe, 1958) ‘ i Bi 


Principle: 

Developed by Salter (1949) and Wolpe (1958), it is based on reciprocal inhibition — the apparently 
simple principle that one cannot be relaxed and anxious simultaneously. The idea is to teach 
patients to relax and then, while they are in relaxed state, to introduce a gradually increasing series 


of anxiety ~ producing stimuli. Eventually the patient becomes desensitized to the feared stimuli 
by virtue of having experienced them in arelaxed state. 


Indications: 


Various types of anxieties including public speaking anxiety, social anxiety, 
- Animal phobias and various phobias (Height, plages, open spaces) 
- Post traumatic stress Disorder (PTSD) Chambless et al, 1998 
- OCD ' 


; Technique & Procedure 


SD begins with the collection of a history of the patient's problem. This include information both 
about specific precipitating conditions and about developmental factors. 


Collecting a history may require several interventions and is often includes administration 
of questionnaires. The principal reason for all of this in to pinpoint the focus of the patient's 
anxiety. It is also part of assessment to determine whether SD is the proper treatment. 

In a patient with adequate coping potential who nevertheless relates to certain situation 
with severe anxiety, desensitization is often appropriate. On the other hand, ifa patient lack 
certain skills and them becomes anxious in situation that require those skills, 
desensitization could be inappropriate and counter productive. | ; 
Next step is the explanation of the problem to the patient. 

Rationale for SD explained to the patient. The rationale for SD is that anxiety is a set of 
classically conditioned responses that can be unlearned or counter conditioned through 


associative pairing with anxiety incompatible stimuli and responses. 


In SD, anxiety, arousing stimuli are systematically and gradually paired (imaginally or in-vivo) 
with competing stimuli such as food, praise, imagery, Or cues generated from muscular relaxation. 
Imaginal presentation of fearful stimuli was used predominantly in the initial work with SD. 


SD with children: 
SD work well with other children and adolescent as younger children, often have difficulty with 


both obtaining vivid imagery and acquiring the incompatible muscular relaxation response 


(Ollendick of Carny, 1981). 


SD with children consists of 3 basic steps 


|. Training in progressive muscle relaxation eae 
2. Rank ordering of fearful situation from lowest tohighest — nie 
3. Hierarchical presentation of fear stimuli via imagery while the child is in a relaxed 


state. 


The next two phases involved 
1. Training in relaxation 
2. Establishment ofan anxiety hierarchy. 


Relaxation 


JPMR (1938). The patient is first taught to tense and relax particular muscle groups and 
then to distinguish between sensation of relaxation and tensing. The instruction for relaxation 
can easily be taped and played at home for practice. Generally, about six sessions are devoted 
to relaxation and tensing. Hypnosis imagination of relaxing scenes and breathing exercises 


are used to enhance relaxation. 


The Anxiety Hierarchy 


The patient and the therapist work together to construct a hierarchy. The recurrent 
themes in the patient's difficulties and anxieties are isolated and then ordered in terms of their 
power to induce anxiety (From situation that provoke very low levels of anxiety through 
situation that precipitate extreme anxiety reactions. A typical anxiety hierarchy consists of 20- 
25 items in approximately equal intervals from low through moderate to extreme. 


The standard method of desensitization is to present scenes in a graduated ascending 
fashions in order to avoid present arousal of anxiety that would disrupt the procedure. 
However, some clinicians have found that presenting the hierarchy in the reverse order (most 
anxiety- provoking items first) is also effective in reducing various phobias. Richardson and 
suinn (1973) also repost positive results when participants are exposed only to the theme 
highest hierarchy scenes. 
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Procedure 8: 
Token economy and time out 


Mrs. Valsamma Mathew 


Nursing Tutor s. P.Uma Devi 


M.Sc. Psy.Nsg. II year student 


Timeout (TO) is a procedure whereby positive reinforcement is not available to an individual 


for a period of time. It can be quite effective in reducing maladaptive behavior patterns of 
children. 


INDICATIONS FOR TIME OUT: 
1. The procedure is valuable in working with individuals with 
e Developmental delays, 
e Inpatient residents in psychiatric settings, 
e Children who are aggressive toward siblings or peers, or in families with children 
who are defiant or non compliant. 
2. Time out can reduce behaviors such as 
e tantrums, 


e aggression, 

e inattention, 

e refusal to follow directions, 

e Inappropriate social comments or actions, or self injurious behavior. 
USE OF TIME OUT: 


The use of time out can be effective for children from toddler hood through adolescence, 
and in some cases even for adults, and can be used in many different settings. 


TYPES OF TIME OUT: 
Jennie Brantner and Michael Doherty defined three major categories of timeouts: isolation, 
exclusion, and non exclusion. 
1. Isolation: isolation timeout is one in which a child is taken to a solitary, non- 
reinforcing area, separate in location from where the inappropriate behavior occurred. 
2. Exclusion: exclusion timeouts means that the child is not actually removed from the 
room where the behavior occurred, but is also not allowed to participate in or view 
ongoing activities. 
3. Non-exclusion: the child is able to view ongoing activities but, the child's participation 
is restricted for a period of time following undesired behavior. 


DURATION OF TIME OUT: 
Length of timeout can vary from a few seconds to several hours. The duration typically has 
been from 3 to 15 minutes. 


LOCATION: 
> Time out can be imposed either in the same environment in which the undesirable 

behavior occurred or by removing the individual to another environment in which 

reinforcement is not available (e.g., placement in an empty room). . 7 

When the same environment used, time out can occur by simply ignoring the 

individual (e.g., removing attention) or by restricting the individual's movement within 

that setting (e.g., sitting ina chair or standing in a corner). 


V 
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> The primary advantage of the separate area location is an increase in the probability 
that all positive reinforcement will be effectively removed during time out. 
However; a separate area may not always be available. 


VERBALIZED REASON: ue 
Time out may or may not be accompanied by a reason (¢.g., “you have to sit in the time 


out chair because you did not pick up your toys.”) for why the procedure is being 


implemented. 
RELEASE: 
> The individual can be released from time out either contingently or non 
contingently upon his/her behavior. 
> Contingent release typically involves the individual not displaying disruptive 
behavior (e.g., screaming, physical disturbance of the environment) for a prescribed 
period of time (e.g., 30 seconds) prior to removal from time out. 
> With non contingent release the individual's behavior in time out does not affect 


his/her release. 


SCHEDULE: time out can be administered on a continuous or intermittent (variable or 
fixed ratio) schedule. 


WARNING: time out can be preceded by a warning (e.g., “if you yell again, you will go 
to time out.”) or implemented without a warning. © | 


SETTING: | : é mk 
Homes, Day care centers, Pre-schools, Schools, Institutions, and Public facilities (e.g., 
grocery& department stores). 


ADVANTAGES OF TIME OUT: 

1. It is effective. 

2. Research is available to indicate the most effective parameters of timeout and how 
it should be implemented. 

a Use of time out allows both parties (e.g., the parent and the child) the opportunity 
to “cool down” rather than undesirable child behavior being handled by yelling, 
screaming, or use of physical punishment. | 


DISADVANTAGES: 
|. Some institutions have banned the use of time out. 


2. Anindividual can potentially injure himself/herself in time out. 
3. Procedure is difficult to implement and to enforce with large individuals. 


4. Timeout is designed to decrease an undesirable response rather than teach an 
appropriate behavior, and a backup for time out (e.g., physical restraint, removal of a 


privilege) may be necessary when an indi idual i 
battler (eg. acloeed penser ividual is not isolated behind a physical 


5. pores issues also must be considered when using time out. When time out is used ina 
pudtic institution (e.g., school), consent from the appropriate person should be 
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aha e — that the individual's rights are not violated. The treatment plan for 
individual should also specify the parameters of time out (e.g., duration) and 


provide mechanisms for d rene As eg i 
a ata collection and for monitoring him or her while in time 


Administration of Time Out: 
Example: 1 


1. Amale child is instructed to pick up his clothes. 


2. Ifhe doesnot comply, a warning is issued (“if you do not pick up your clothes, you will 
have to go to time out). ; 


3. Ifthe child again fails to comply, the parent leads him to the bathroom (devoid of all 
dangerous items) without verbalizations and in an unemotional manner, places him in 
the room, and states “you did not pick up your clothes so you have to stay in time out 
until I tell you that you can come out.” The parent then closes the door. 


4. Yelling and crying are ignored. 


5. After 5 minutes, including the final 30 seconds being void of yelling, the child is 
released from time out. 


6. The original command is repeated. 


7. Compliance is followed by praise and non compliance by arepetition of steps. 


TOKEN ECONOMY 


A token economy is a form of behavior modification designed to increase desirable behavior 
and decrease undesirable behavior with the use of tokens. Individuals receive tokens 
immediately after displaying desirable behavior. The tokens are collected and later exchanged 
for a meaningful object or privilege. ak 

Purpose: The primary goal ofa token economy is to increase desirable behavior and decrease 
undesirable behavior. 7 


Settings: Often token economies are used in institutional settings (such as psychiatric 
hospitals or correctional facilities) to manage the behavior of individuals who may be 
aggressive OF unpredictable. However, the larger goal of token economies is to teach 
appropriate behavior and social skills that can be used in one's natural environment. Special 
education (for children with developmental or learning disabilities, hyperactivity, attention 
deficit, or behavioral disorders), regular education, colleges, various types of group homes , 
military divisions, nursing homes, addiction treatment programs, occupational settings, 
family homes (for marital or parenting difficulties), and hospitals may also use token 
economies. Token economies can be used individually or in groups. 


DESCRIPTION: Several elements are necessary in every token economy: 
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Tokens: Anything that is visible and countable can be used as a token. Tokens “stem 
preferably be attractive, Easy to carry and dispense, and difficult to counterfeit. Common y 
used items include poker chips, stickers, point tallies, or play money. When an individual 
displays desirable behavior, he or she is immediately given a designated number of tokens. 
Tokens have no value of their own. They are collected and later exchanged for meaningful 
objects, privileges or activities. Individuals can also lose tokens (response cost) for 
displaying undesirable behavior. 

A clearly defined target behavior: Individuals participating in a token economy need to 
know exactly what they must do in order to receive tokens. Desirable and undesirable 
behavior is explained ahead of time in simple, specific terms. The number of tokens 
awarded or lost for each particular behavior is also specified. 


Back-up reinforcers: Back-up reinforcers are the meaningful objects, privileges, or 
activities that individuals receive in exchange for their tokens. Examples include food 
items, toys, extra free time, or outings. The success of a token economy depends on the 
appeal of the back-up reinforcers. Individuals will only be motivated to earn tokens if they 
anticipate the future reward represented by the tokens. A well-designed token economy will 
use back-up reinforcers chosen by individuals in treatment rather than by staff. 


A system for exchanging tokens: A time and place for purchasing back-up reinforcers is 
necessary. The token value of each back-up reinforcer is pre-determined based on 
monetary value, demand, or therapeutic value. For example, if the reinforcer is expensive 
or highly attractive, the token value should be higher. If possession of or participation in the 
reinforcer would aid in the individual's acquisition of skills, the token value should be 
lower. If the token value is set too low,- individuals will be less motivated to earn tokens. 
Conversely, if the value is set too high, individuals may become easily discouraged. It is 
important that each individual can earn at least some tokens. 


A system for recording data: Before treatment begins, information (baseline data) is 
gathered about each individual's current behavior. Changes in behavior are then recorded 
on daily data sheets. This information is used to measure individual progress, as well as the 
effectiveness of the token economy. Information regarding the exchange of tokens also 
needs to be recorded. 


Consistent implementation of the token economy by staff: In order for a token economy 
to succeed, all involved staff members must reward the same behaviors, use the appropriate 
amount of tokens, avoid dispensing back-up rein forcers for free, and prevent tokens from 
being counterfeited, stolen, or otherwise unjustly obtained. Staff responsibilities and the 


token dispensing is called a reinforcement schedule.) For example, in a classroom, each 
student may earn 25 to 75 tokens the first day, so that they quickly learn the value of the 
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Advantages: Token economies are that behaviors can be rewarded immediately, Rewards 
are the same for all members of a group, Use of punishment (response cost) is less 


restrictive than other forms of punishment, and individuals can learn skills related to 
planning for the future. 


Disadvantages Considerable cost requires effort, and extensive staff training and 


management. Some professionals find token economies to be time-consuming and 
impractical. 


Normal results: Ideally, individuals will use the skills learned in a token economy in their 
everyday surroundings. They will display the undesirable behavior less frequently or not at 
all. They will also engage in positive, adaptive behaviors more often. 


Abnormal results: If the token economy was ineffective, or time spent in the token 
economy was limited, individuals may show no changes or increases in the undesirable 
behavior. 

Administration of Token economy: 


Example: 1 
In Mrs. Yahoo's class, students earn 1 point on their point card each time a beep sounds on 
the beeper tape if they are following classroom rules and doing what they are supposed to 
be doing. At the end of the day, students may spend their points in the class store for snacks, 
small toys, and school supplies. 
Example: 2 
A poker chip is placed in Alice's cup each time she is able to verbally label an object in her 


daily language session. At the end of the session, she is allowed to exchange each chip for 1 
minute of play time with a toy she selected from a reinforcement menu. 


be, 
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NATIONAL INSTITUE OF MENTAL HEALTH AND NEUROSCIENCES, 
BANGALORE 560 029. 


DEPARTMENT OF NURSING 
WORKSHOP 
ON 


BEHAVIOUR THERAPIES AND NURSES' ROLE 


30.9.2009 (Wednesday) 
PROGRAM SCHEDULE 
8.00 A.M — 8.15 A.M - Pre-Test 
9.00 A.M — 9.30 A.M - Inauguration 
Time Topic Resource Person 
Dr. Mahendra P. Sharma 
9.30 AM- 10.15 AM Behaviour Therapy-An overview | Addl. Professor, 
Dept. of Mental Health & 
Social Psychology} 
10.30 AM-—11.00 AM Principles of Behaviour Therapy Dr. K. Lalitha 
Professor & Head, 
Dept. of Nursing. 
1115AM-1145AM_ — | Methods and Techniques of Dr. Nagarajaiah, 
Behaviour Therapy Associate Professor, 


Dept. of Nursing 
12.00 NOON- 12.30 P.M Methods and Techniques of Dr. Ramachandra, 


Behaviour Therapy _ Asst. Professor, 
Dept. of Nursing 
12.45P.M-1.15 P.M Cognitive Behaviour Therapy Mr. Mohanknishna, 
Nursing Tutor, 
Dept. of Nursing $3) 
1.15 P.M—2.00 P.M LUNCH L \ 
Demonstration of various Tutors 
2.10 P M—4.30 P.M techniques of behaviour therapy — & 


Il Yr MSc Nursing students 


‘procedures 
4.30 PM-—5.00 P.M Valedictory & Distribution of 
Certificates 


ris 


LIST OF PARTICIPATING INSTITUTES 


NIMHANS 10 
KNN College of Nursing, B'lore 48 
W.H.O Fellows from Bangladesh 2 
Shanmuga College of Nursing, Salem 5 
Vydehi Institute of Nursing, B'lore + 
M.S. Ramaiah College of Nursing, B'lore 5 
Rajiv Gandhi College of Nursing, B'lore 5 
Hillside College of Nursing, B'lore ] 
Meenakshi College of Nursing, B'lore 2 
St. Ann's College of Nursing, B'lore : 5 
Omaylachi College of Nursing, Chennai 4 
St. Philomena's College of Nursing, B'lore 4 

Total 94 
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WORKSHOP ON BEHAVIOURAL THERAPIES AND NURSES ROLE 
TEST 


ee forcing people to face their “worst fears” is the part of which therapy 
a) Systematic desensitization 
b) Aversion therapy 
c) Flooding 
d) Extinction 


Nurse assigns ward activities like arranging linen cupboards, making paper bags 
for medication etc. Patients obey the nurse and finish their work. Nurse gives 
special treats for their work completion. This action of nurse most resembles a 

a) Participating modelling technique 

b) Contingency contract 

c) Group extinction procedure 

d) token economy 


A child is brought to child guidance clinic to stop biting his finger nails. He wears a 
rubber band around each of his wrists, and whenever he finds himself biting his nails 
he pulls the band. The child is using a form Of ...........+++06+ to modify his nail- 
biting behaviour. 

a) Systematic desensitization 

b) Aversion therapy 

c) Flooding 

d) Extinction 


Which of the following statements about conditioning is FALSE,according to 
Pavlov? 
a) The CS and UCS-must come close together in time. 
b) The CS must come immediately after the UCS 
c) The neutral stimulus and UCS must be paired several times before 
conditioning takes place. 
d) All of the above are true 


The complaint from mother of Ramalaxmi is about Ramu's fear of white coats as a 
child. The fact that she was not only afraid of white coats worn by doctors and 
nurses but also those worn by photographers is an example of 

a) Extinction 

b) Spontaneous recovery 

c) Stimulus discrimination 

d) Stimulus generalisation 
When a conditioned response briefly reappears after it has been extinguished, this 1s 
called 

a) Spontaneous recovery 

b) Higher-order conditioning 

c) Extinction 

d) Stimulus generalisation 
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12. 


The use of a strong CS to create a second CS is called 
a) Spontaneous recovery 
b) Higher-order conditioning 
c) Extinction 
d) Stimulus generalisation 


occurs when a response is followed by experiencing 


something pleasurable. 
a) Positive reinforcement 


b) Negative reinforcement 
c) Punishment 
d) Generalisation 


What is the most likely explanation for why fear caused by severe punishment 
tends to make the punishment ineffective? 
a) Fear causes the child to remember the behaviour that was punished 
b) Fear creates resentment that makes the child rebellious and disobedient 
c) Fear interferes with the child's ability to learn from the punishment 
d) None of the above are true 


Which of the following is NOT a problem with punishment? 
a) The effect of punishment is often temporary. 
b) Severe punishment creates fear & anxiety 
c) Mild punishment can be paired with reinforcement of the correct 
behaviour | 
d) Aggressive punishment can model aggressive behaviour for the child 


Cognition refers to 
a) Behaviour that is observable & external 
b) Behaviour that is directly measurable 
c) The mental events that take place while a person is behaving 
d) Memories 


Which of the following statements about learning is NOT true? 
a) Learning is another word for maturation 
b) Learning is relatively permanent 
c) Learning involves changes in behaviour 
d) Learning involves experiences 


Nurse noticed that whenever She opened the dining hall, one of her patients 
Shyamala would come into the dining hall and act hungry — telling she is energyless 


a) Unconditioned stimulus (UCS) 
b) Conditioned stimulus (CS) 

©) Unconditioned response (UCR) 
d) Conditioned response (CR) 
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15. 


16. 


17. 


18. 


ae 


Lesseeeeaeeennneeseeen gen is an example of a primary reinforcer, whereas ..........6+0 
is an example of a secondary reinforcer. a 


a) Coffee; a gold star 
b) Food; a drink 

c) A gold star; money 
d) A gold star; coffee 


Malathi hates to clean up after dinner. One night she volunteers to make the bed 
before cleaning up. When she finished with making bed & returns to the dining room 
the nurse gets cleaned everything up for her. Which of the following statements is most 
likely true? 

a) Malathi will start cleaning up the dining room before she makes the bed. 

b) Malathi's nurse has positively reinforced her for making the bed. 

c) Malathis's nurse has negatively reinforced her for making the bed 

d) Malathi will never make the bed again. 


Govindamma is afraid of snakes. She won't even look at pictures of them but turns 
the page or closes the book instead. When she sees a picture ofa snake, her anxiety goes 
up, but when she avoids looking at the picture, her anxiety goes down. It is most 
correct to say that Govindamma's avoidance behaviour is being 

a) Punished because she feels anxious after doing so. 

b) Punished because she will never get better 

c) Positively reinforced because she is rewarded by her anxiety going own 

d) Negatively reinforced because she is rewarded by her anxiety going 

down 


A nurse in the ward wants her patient Leela to put her clothes for washing. At first, 
she praises for putting the clothes together in one pile. Then nurse praises her for getting 
the clothes to the washing place. When Leela gets the clothes soaked into the bucket of 
water, she gets praise. Finally nurse praises Leela when she washes the clothes by 
herself. This is an example of 

a) Negative reinforcement 

b) Punishment 

c) Extinction 

d) Shaping 


Shanthi is teaching her parrot a new word. Every time the parrot says a sound that 
‘s close to the new word, she gives ita treat. But the parrot keeps repeating other words it 
has learned in the past, trying to geta treat that way. The parrot is exhibiting 

a) Generalisation 

b) Extinction 

c) Spontaneous recovery 

d) Discrimination 


Lalitha's mother was upset to find that Lalitha had used her crayons to draw 
flowers on her bed room wall. Her mother took the crayons away from her and made 
Lalitha wash the drawings off the wall. Which ofthe following statements are true? 

a) Having her crayons taken away was a form of punishment by removal 

b) Being made to wash off the drawings was 4 form of punishment by 

application 
c) Having her crayons taken away was a form of negative reinforcement 
d) Both (a) and (b) are true 
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21. 


22. 


2a. 


24. 


26. 


Applied behaviour analysis involves 
a) the process of shaping race 
b) is useful only for teaching autistic children 
c) is different from behaviour modification 
d) cannot be used with animals. 


A child has been classically conditioned to fear a white rat. If the child also shows 
fear when shown a white rabbit, this is called 

a) Stimulus generalisation 

b) Stimulus discrimination 

c) Spontaneous recovery 

d) Extinction 


You moved out of your stay from the nurses' hostel into an apartment shared 
with three other people. Unlike the shower in the hostel, this shower does not turn 
cold when the toilet is flushed, and you eventually stop shouting everytime you 
hear the flushing sound. What has occurred? 

a) Stimulus generalisation 

b) Stimulus discrimination 

c) Spontaneous recovery 


d) Extinction 
In classical conditioning, the .................. are important in learning, but in operant 
conditioning, it is the ........ i) a oe that determine whether learning will 


occur. 
a) Antecedents; consequences 
b) Consequences; antecedents 
c) Rewards; punishment 
d) Punishments; rewards 


Who added the concept of reinforcement to learning theory? 
a) Watson 
b) Thorndike 
c) Skinner 
d) Pavlov 


. Which of the following is an example of secondary reinforcer? 


a) Coffee 

b) Glass of water 

C) Going out for a movie 

d) Praising the performance 


Nagaraj failed in his Maths test, so his parents told him that he could not play 
videogames until his grade improves. His parents are using 

a) Positive reinforcement 

b) Negative reinforcement 

c) Punishment by removal 

d) Punishment by application 
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27. 


28. 


29. 


30. 


To make punishment more effective, it should be 
a) Very intense 
b) Applied every other time that bad behaviour occurs 
c) An aggressive type such as spanking 
d) Paired with reinforcement of the correct behaviour 


In applied behaviour analysis, 
a) Skills are broken down into their smallest steps and then reinforced 
b) Punishment by application is often used to control behaviour 
c) Researchers develop new theories of learning rather than actuallysolving 
problems | 
d) The basics form of learning used is classical conditioning 


Mental activity that goes on in the brain when a person is processing information is 
called? 

a) Mentation 

b) aconcept 

c) Thinking 

d) Mental imagery 


Mohan was afraid of dogs. He wanted to get over this fear, so he began by thinking 
about seeing a dog but staying calm. Then he walked past his neighbour's dog in its 
fenced yard until he no longer felt afraid. Next, he visited a pet store and petted a dog 
while the sales clerk held it. Finally, he brought himself a puppy & was no longer afraid. 
Mohan's method is most like 

a) Systematic desensitization 

b) Aversion therapy 

c) Flooding 

d) Extinction 
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